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February, 1958 ADVERTISEMENTS 


No. 314 No. 300 proctoscope and No. 308 sigmoidoscope with inflating bulb and No. 725 cord, 


. 848 BIOPSY PUNCH not illustrated $56.00 
“CAROLINAS HOUSE OF SERVICE” 

Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 


119 East 7th St. Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 


A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous- 
and Mental Diseases, Alcvholism and Drug Addiction. 


The Pinebiuff Sanitarium is situated in the sandhills of Norta Carolina in a 60-acre park 
of long pines. It is located on UL. 5. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

Ample facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 
Malcolm D. Kemp, M.D. Medical Director 


Welch Allyn distally illuminated proctoscopes 
and sigmoidoscopes are designed to meet every 
requirement for thorough rectal examination 
and treatment. Abundant illumination is pro- 
vided directly at the area under observation and 
an unobstructed view for diagnosis is assured 
through the use of a small, powerful Welch 
Allyn “Bright Light” lamp. The outer tube is 
calibrated in centimeters and the inner tube is 
optically designed to reduce the annoying glare 
usually found in this type instrument. The 
obturator tip is tapered and curved in an an- 
atomically correct manner to facilitate the 
passage of the instrument through the sphincter 
muscle and by the prostate gland region. Ideally 
designed for use with No. 343 biopsy punch. 
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Results with “. . . antacid therapy with DAA are essentially the same as... with 


potent anticholinergic drugs.” 


® 


Dihydroxy aluminum aminoacetate, N.N.R. 


In recent years, a number of new synthetic anticholiner- 
gic drugs with numerous and varying side effects have 
been investigated for treatment of peptic ulcer. However, 
a double-blind study conducted recently by Cayer et al 
suggests that the use of such anticholinergic drugs is 
seldom necessary. The authors concluded that “The 
percentage of ‘good to excellent’ results obtained in 


patients on continuous long-term antacid therapy with 
DAA (74%) is essentially the same as that previously 
noted in ulcer patients treated under similar conditions 
with potent anticholinergic drugs alone.” 

The authors’ choice of dihydroxy aluminum amino- 
acetate (DAA) was based on the fact that ‘the tablet 
form of DAA (is) more active than a variety of straight 
aluminum hydroxide magmas.” They further commented 
that “Because of the convenience of tablet medication 
as compared with the liquid gel—a convenience which 
in the use of other tablets is gained at the expense of 
therapeutic effectiveness—dihydroxy aluminum amino- 
acetate was used exclusively.” 

AvcLyn (dihydroxy aluminum aminoacetate) Tablets 
are supplied in bottles of 100 tablets (0.5 Gm. per tablet), 


BRAYTEN PHARMACEUTICAL COMPANY «© Chattanooga 9, Tennessee 
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NOW...A NEW TREATMENT 


THE 


HCNTADIC 
ANGINA rcul Unio 


‘Cardilate’ tablets AF shaped for easy retention 
in the buccal pouch 


“... the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Jan.) 1958. 


’ ‘Carditate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


IV 


compounds tested 


compound unexcelled 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc, 
Brooklyn 6, N.Y. 


COSA-TETRACY 


Progress has been made in antibiotic therapy 
through the use of absorption-enhancing agents, 
resulting in higher, more effective antibiotic blood 
levels. 


For the past two years, in a continuing search 
for more effective agents for enhancing oral anti- 
biotic blood levels, our Research Laboratories 
screened eighty-four adjuvants, including sorbitol, 
citric acid, sodium hexametaphosphate, and other 
organic acids and chelating agents as well as phos- 
phate complex and other analogs. After months of 
intensive comparative testing, glucosamine proved 
to be the absorption-enhancing agent of choice. 
Here’s why: 


1 Crossover tests show that average blood levels 
achieved with glucosamine were markedly higher 
than those of other enhancing agents screened. In 
some cases this effect was more than double. 


2 Of great importance to the practicing physi- 
cian is the consistency of the blood level enhance- 
ment achieved with glucosamine. Extensive tests 
show that the enhancing effect with glucosamine 
occurs in a greater percentage of cases than with 
any other agent screened. 


3 Glucosamine is a nontoxic physiologic metabo- 
lite occurring naturally and widely in human se- 
cretions, tissues and organs. It is nonirritating to 
the stomach, does not increase gastric secretion, 
is sodium free and releases only four calories of 
energy per gram. Also, there is evidence that glu- 
cosamine may favorably influence the bacterial 
flora of the intestinal tract. 


For these reasons glucosamine provides you with 
an important new adjuvant for better enhance- 
ment of antibiotic blood levels. Tetracycline, po- 
tentiated physiologically with glucosamine, is now 
available to you as COSA-TETRACYN. 


Capsules 250 mg. and 125 mg. 


The most widely used 
broad-spectrum antibiotic 
now potentiated with 
glucosamine, the 


enhancing agent of choice 
“Trademark, 
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there’s pain and 
inflammation here...| 
it could be mild 
or severe, acute or . 
ic, primar 
secondary fibrositis — 
early rheumatoid arthritis” 


more potent and comprehensive treatment 

than salicylate alone 
. assured anti-inflammatory effect of low-dosage 
corticosteroid’ . . . additive antirheumatic action of 
corticosteroid plus salicylate?’* brings rapid pain 
* relief; aids restoration of function . . . wide range 
of application including the entire fibrositis syn- 
drome as well as early or miid rheumatoid arthritis 


more conservative and manageable than fuil- 
dosage corticosteroid therapy— 


...much less likelihood of treatment-interrupting 
side effects'® . . . reduces possibility of residual 
injury ... simple, flexible dosage schedule 


THERAPY SHOULD BE INDIVIDUALIZED 

acute conditions: Two or three tablets four times daily. After 
desired response is obtained, gradually reduce daily dosage 
and then discontinue. 


subacute or chronic conditions: Initially as above. When sat- 
isfactory control is obtained, gradually reduce the daily 
dosage to minimum effective maintenance level. For best 
results administer after meals and at bedtime. 


precautions: Because siGMAGEN contains prednisone, the 
same precautions and contraindications observed with this 
steroid apply also to the use of siGMAGEN. 


case 
Calls for 


<3 


Composition 
METICORTEN® (prednisone) 6:75 m 
Acetylsalicy! ack 


Ailuminu 

A rbic mn 

Packaging: siGMAGEN Tablets, botties of 100 an 


References: 1. Spie T. D., J.A.M.A 
> - 
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STEARATE (Erythromycin Stearate, Abbott) 


Indications 

_ ERYTHROCIN is indicated in treat- 

against staph-, ah 
str ep- an d ing infections caused by staphy- 
pneumococci lococci, streptococci (inciading 
enterococci), and pneumococci. 
Indicated also, in treating infec- 
tions that have become resistant 
to other antibiotics. May be used 
for patients who are allergic to 
penicillin or other antibacterials. 


Dosage 

Usually administered in a total 
daily dose of 1 to 2 Gm., depending 
on severity of infection. Suggested 
dose is 250 mg. every six hours; 
for severe infections, usual dose is 
500 mg. every six hours. 


Supplied 

In bottles of 25 and 100 Filmtabs 
(100 and 250 mg.). Also, in tasty, 
cinnamon-flavored oral suspen- 
sion, in 75-ec. bottles. Each 5-ce. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 


®Fiimtab—Film -sealed tablets, Abbott; pat. applied for. 
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SAFETY FIRST 


REMARKABLE EFFECTIVENESS PLUS A SAFETY RECORD 
UNMATCHED IN SYSTEMIC ANTIBIOTIC THERAPY TODAY 


Actually, after almost six years of extensive use, there has not been a single report 
of a serious reaction to ERYTHROCIN. And, after all this time, the incidence of 


resistance to ERYTHROCIN has remained exceptionally low. 
You’ll find ERYTHROCIN is highly effective against the majority of coceal infec- 


tions and may also be used to counteract complications from 
severe viral attacks. It comes in Filmtabs and in Oral Suspension. ert ( ott 
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Compocillin-V 


for those 
penicillin-sensitive 
organisms 


Indications 

Against all penicillin-sensitive 
organisms. For prophylaxis and 
treatment of complications in 
viral conditions. And as a prophy- 
laxis in rheumatic fever and in 
rheumatic heart disease. 


Dosage 

Depending on the severity of the 
infection, 125 to 250 mg. (200,000 
to 400,000 units) every four to six 
hours. For children, dosage is de- 
termined by age and weight. 


Supplied 

Filmtabs COMPOCILLIN-V (Potas- 
sium Penicillin V, Abbott) come in 
125 mg. (200,000 units), bottles of 
50; and in 250 mg. (400,000 units), 
bottles of 25. Oral Suspension 
COMPOCILLIN-V (Hydrabamine 
Penicillin V, Abbott), contains 180 
mg. per 5-ce. teaspoonful, in 40-ee. 
and 80-ce. bottles. 
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THE HIGHER BLOOD LEVELS OF COMPOCILLIN-V 
—IN EASY-TO-SWALLOW FILMTABS AND TASTY, ORAL SUSPENSION 


units/cc. 16 


Filmtab Compocillin-V 
(Potassium Penicillin V, Abbott) 


Buffered Potassium Penicillin G 


Doses of 400,000 units were administered before 
mealtime to 40 subjects involved in this study. 


The chart represents a comparison of the blood levels of 
FILMTAB COMPOCILLIN-V (Potassium Penicillin V, Abbott) 
with uncoated potassium penicillin V, and with buffered 
potassium penicillin G. Bar heights show ranges, while 
crossbars show medians. Note the high ranges and aver- 
ages of FILMTAB COMPOCILLIN-V at % hour, and at 1 hour. 


2 4 


Hours 1 


Now, with Filmtab COMPOCILLIN-V, patients get (and within minutes) fast, high peni- 
cillin concentrations. Note the blood level chart. 

COMPOCILLIN-V is indicated whenever penicillin therapy is desired. It comes in 
two highly-acceptable forms. Filmtab COMPOCILLIN-V offers two therapeutic dosages 
(125 and 250 mg.). Patients find Filmtabs tasteless, odorless and easy-to-swallow. 
For children, COMPOCILLIN-V comes in a tasty, banana-flavored (e tt 


suspension. It’s ready-mixed — stays stable for at least 18 months. 


14 
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Spontin 


and when 
coccal infections 
hospitalize 
the patient 


(Ristocetin, Abbott) 


Indications 


SPONTIN is indicated for treating gram- 
positive bacterial infections. Clinical 
reports have indicated its effectiveness 
against a wide range of staphylococcal, 
streptococcal and pneumococcal infec- 
tions. It can be considered a drug of 
choice for the immediate treatment of 
serious infections caused by organisms 
resistant to other antibiotics. 


Dosage 


Recommended dosage depends on the 
sensitivity of the microorganism and on 
the severity of the disease under treat- 
ment. For pneumococcal and streptococ- 
cal infections, a dosage of 25 mg./Kg. 
per day will usually be adequate. Major- 
ity of staphylococcal infections will be 
controlled by 25 to 50 mg./Kg. per day. 
However, in endocarditis due to rela- 
tively resistant strains or where vege- 
tations or abscesses occur, dosages as 
high as 75 mg./Kg. per day may be used. 
It is recommended that the daily dosages 
be divided into two or three equal parts 
at eight- or twelve-hour intervals. 


Supplied 

SPONTIN is supplied as a sterile, lyophi- 
lized powder, in vials representing 500 
mg. of ristocetin activity. 
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A LIFESAVING ANTIBIOTIC AFTER OTHER ANTIBIOTICS HAD FAILED 


SPONTIN comes to the medical profession with a clinical history of dramatic results 
— cases where the patients were given little chance of survival. 

During these careful, clinical investigations, lives were saved after weeks (and 
sometimes months) of antibiotic failures. These were the cases where the infecting 
organisms had become resistant to present-day therapy. And, just as important, 
were the good results found against a wide range of gram-positive coceal infections. 

Essentially, SPONTIN is a drug for hospital use, for patients with potentially 
dangerous infections. In its present form, SPONTIN is administered intravenously 
using the drip technique. Dosage may be dissolved in 5% dextrose in water or in 
any isotonic or hypotonic saline solution. Some of the important therapeutic points 
of SPONTIN include: 

1 successful short-term therapy for acute or subacute endocarditis 

= new antimicrobial activity — no natural resistance to SPONTIN was found in 
tests involving hundreds of coccal strains 
antimicrobial action against which resistance is rare — and extremely diffi- 
cult to induce 

« bactericidal action at effective therapeutic dosages. 


SPONTIN is truly a lifesaving antibiotic. It could save the life OB Gott 
of one of your patients—does your hospital have it stocked? 
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THE FIRST TROCHE TO PROVIDE 
THREEFOLD BENEFITS 


TROCHES 


NON-NARCOTIC ANTITUSSIVE EFFICACY 
SHOWN TO APPROXIMATE THAT OF CODEINE 


With the addition of a non-narcotic antitussive 
to troche medication, ‘PENTAZETS’ provides 
a new and extended therapeutic advantage in 


this convenient form of treatment. 


Treatment of the cough too, so often a 
troublesome symptom of sore throat, combined 
with wide-range antibiotic activity and 
soothing analgesic benefit, now offers threefold 
relief in a variety of throat irritations. 


And ‘PENTAZETS’ are pleasant-tasting, too, 
making them highly acceptable, especially 
to children. 


‘PENTAZETS’ contains: 


* Homarylamine—a new non-narcotic antitussive with cough 
control shown to approximate that of codeine. * Bacitracin- 
Tyrothricin-Neomycin—a combined antibiotic treatment 
against many pathogenic organisms with little danger of 
unfavorable side effects. * Benzocaine—a local anesthetic for 
soothing relief to inflamed tissues. Being slowly absorbed, 
it is especially beneficial for prolonged effect and benefit to 
surrounding areas. 


AND NOW COUGH CONTROL TOO Supplied: Vials of 12. 


Each ‘penrazets’ troche contains: 

Homarylamine hydrochloride 

Zine Bacitracin . units 

Neomycin sulfate ............. 
(equivalent to 3.5 mg. neomycin base) 


MERCK SHARP & DOHME 
S DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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congestion orally 


In the common cold, nasal allergies, sinus- Each double-dose “timed-release” 


itis, and postnasal drip, one timed-release 
Triaminic tablet brings welcome relief of tablet keeps nasal passages 


symptoms in minutes. Running noses stop, clear for 6 to 8 hours — 

clogged noses open—and stay open for 6 to i a 

8 hours. The patient can breathe again. provides “around-the-clock” 
With topical decongestants, “unfortu- freedom from congestion on 

nately, the period of decongestion is often just three tablets a day 


followed by a phase of secondary reaction 

during which the congestion may be equal 

to, if not greater than, the original condi- iin ciieiie 

tion. . . .”* The patient then must reapply 

the medication and the vicious cycle is 

repeated, resulting in local overtreatment, 

pathological changes in nasal mucosa, and 

frequently “nose drop addiction.” 
Triaminic does not cause secondary con- 

gestion, eliminates local overtreatment and 

consequent nasal pathology. 

*Morrison, L. F.: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


thenathe inner core 


Each double-dose “timed-release” TRIAMINIC disintegrates to give 8 to 4 

Phenylpropanolamine hydrochloride 50 mg. 

Pyrilamine maleate . . . -. . . 25mg. 

Pheniramine maleate. . . ... . 25mg. 


Also available: Triaminic Syrup, for children and 
those adults who prefer a liquid medication, 


Dosage: 1 tablet in the morning, afternoon, and 
in the evening if needed, 


® 


Tr d | “timed-release”’ 
tablets 


running noses .. -€, and open stuffed noses oyally 


SMITH-DORSEY - a division of The Wander Company - Lincoln, Nebraska - Peterborough, Canada 
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The Achievement i 


Lederle announces a major drug with great new promise 


a new corticosteroid created to minimize the 


major deterrents to all previous steroid therapy 


id 


® 


Triamcinolone LEDERLE 
9 alpha-fluoro-16 alpha-hydroxyprednisolone 


O a new high in anti-inflammatory effects with lower dosage 


(averages 1/3 less than prednisone) 


O a new low in the collateral hormonal effects associated 


with all previous corticosteroids 


0 No sodium or water retention 
@ No potassium loss 
@ No interference with psychic equilibrium 


@ Lower incidence of peptic ulcer and osteoporosis 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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practice infant feeding 


Standard formulas for NEWBORNS 


Breast feeding is the procedure of choice for 
the newborn. But it may need to be comple- 
mented with standard formulas given here. 


The first feeding, 12 hours after birth, consists 
of a prelacteal solution of 5% Karo Syrup, one 
or two ounces, repeated at two-hour intervals. 
Breast feeding is started on the second day for 
five-minute intervals and the prelacteal feed- 
ing continued immediately thereafter and 
between nursings. 


Formula feeding is given on the second day if 
breast feeding is denied. The small infant 
prefers the three-hour schedule and the large 
infant the four-hour schedule. 


The initial formula is a low-calorie milk mix- 
ture, gradually increased in concentration 
over several day intervals according to toler- 
ance. Standard formulas for whole cow’s milk 
or evaporated milk modified with diluted 
Karo Syrup as shown here, constitute the 
dietary regimen for well newborns. 


First formulas for newborns, 
concentrated according to tolerance 
Evaporated Milk Formulas: 3 oz. q 4h x 6 feedings 
FORMULA FORMULA II FORMULA lil 
12.5 cals./oz. 16 cals./oz. 20 cals./oz. 


Evap. Milk .. 40z 5 oz. 6 oz. 
14 oz. 13 oz. 12 oz. 
Karo Syrup. . 1/2 oz. 3/4 oz. 1 oz. 


Whole Cow’s Milk Formulas: 3 1/2 oz. q 4h x 6 feedings 
FORMULA |! FORMULA II FORMULA Ill 
11 cals./oz. 11.5 cals./oz. 13.5 cals./oz. 


Whole Milk. . 8 oz. 9 oz. 10 oz. 
12 oz. 11 oz. 10 oz. 
Karo Syrup. . 1/2 oz. 3/4 oz. 1 oz. 


ADVANTAGES OF KARO IN INFANT FEEDING 


Composition: Karo is a su- 
perior maltose-dextrin mixture 
because the dextrins are non-fer- 
mentable and the maltose is 
rapidly transformed into dextrose 
which requires no digestion. 


Concentration: volume for 
volume Karo furnishes twice as 
many calories as similar milk 
modifiers in powdered form. 


P: uriuy: Karo is processed at 
sterilizing temperatures, sealed 
for complete hygienic protection 
and devoid of pathogenic or- 
ganisms. 


Low Cost: Karo costs 1/5th as 


much as expensive milk modifiers 
and is available at all food stores. 


ide Medical Division 


CORN PRODUCTS REFINING COMPANY 
*eas® 17 Battery Place, New York 4, N.Y. 
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double. 
tablet contains: 


gastric- -soluble outer coating =i 
of tablet. 


ncreatin, U.S.P.. 


980 secretion of digestive enzymes, particularly in older 
bridging the gap between. on and proper J 
digestion. Among patients of all ages, it has proved help- 
—released in the small intestine ful in chronic cholecystitis, post-cholecystectomy syn- 
score. "drome, subtotal gastrectomy, pancre dyspepsia, if 
A.H. ROBINS CO., INC. intolerance, flatul nce, nausea and chronic nutri-— 
Ethical Pharmaceuticals of Merit since 1878 tional qd DANCES... 
comprehensive digestive enzyme replacement— | 
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SAINT ALBANS 


PSYCHIATRIC HOSPITAL 
RADFORD, VIRGINIA 


SS 


STAFF 
James P. King, M.D., Director 
James K. Morrow, M.D. Daniel D. Chiles, M.D 
Thomas E. Painter, M.D. James L. Chitwood, M.D. 
Clara K. Dickinson, M.D. Medical Consultant 
Clinical Psychology: Don Phillips 
Thomas C. Camp, Ph.D. Administrator 


Artie L. Sturgeon, Ph. D. 
AFFILIATED CLINICS 


Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 207% McCreery St. 


David M. Wayne, M.D. Beckiey, W. Va. | 
W. £. Wilkinson, M.D. 


BECAUSE OF TENSION, MILD DEPRESSION, 
ANXIETY, FEARS—THIS IS AN INDICATION FOR 


SUAVITIL. 


BENACTYZINE HYDROCHLORIDE 


a psychotropic agent with specific advantages 
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Tor Real Fain ...give real relief: 


200 mg. (3 grains) 
Phenacetin .................... 150 mg. (212 grains) 
30 mg. (1/2 grain) 


Demerol hydrochloride... 30 mg. (1/2 grain) 


Potentiated Pain Relief 


Average, Dow: 


1 or 2 tablets. 


Narcotic blank required. 


WINTHROP LABORATORIES 


New York 18, N. Y. 


Windsor, Ont. 


Demerol (brand of meperidine), 
trademark reg. U.S. Pat. Off. 


RESTORE PERSPECTIVE WITH 
MILDLY ANTIDEPRESSANT 


SUAVITIL. 


Gently, gradually, without euphoric buffering, 
SUAVITIL helps patients recover normal drive and 
helps free them from compulsive fixations. 


RECOMMENDED DOSAGE: 1.0 mg. t.i.d. for two or three 
days. If necessary this dosage may be gradually 
increased to 3 mg. t.i.d. 


m MERCK SHARP & DOHME 
m@o DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


. 
} 
| 
| + 
| 
i 
i 
% 
a 


where there’s a cold 
there’s 


CORICIDIN 


when it’s a simple cold 


@ coORICIDIN°TABLETS 


when it’s an all-over cold 


CORICIDIN FORTE 


CAPSULES 


when infection threatens the cold 


@ coRICIDIN with PENICILLIN 


TABLETS 


when pain is a dominating factor 


@ coRIcIDIN with CODEINE 


(gr. or gr. ¥2) TABLETS© 


when children catch cold 


@. coRIcIDIN MEDILETS* 


when cough marks the cold 


CORICIDIN SYRUP 


© Narcotic for which oral I} is permitted 
© Exempt narcotic 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


= 
4 
3 
2 
“4 
| 
¥ 
| 
‘aa 
: 
d 
¥ f 


bs, 
‘ wits i § 
j © e é 
“Ve 
& 


colds and fever take flight like magic 
with 


CORICIDIN MEDILETS 


(no caffeine) 


color-flecked tablets for relief of sneezes, 


sniffles, congestion and fever of children’s colds 


Seheting SCHERING CORPORATION BLOOMFIELD, NEW JERSEY 


gets patients up 


CORICIDIN FORTE 


on Rx only 


for “get-up-and-go” 

METHAMPHETAMINE 
¢ buoys spirits « potentiates pain relief « aids 
decongestive action 


for stress support VITAMIN C 


¢ supplements illness requirements « bolsters 
resistance to infection 


for extra relief ANTIHISTAMINE 


¢ higher dosage strength « optimal therapeutic 
benefit + virtually no side effects 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


CN-J-328 


Ga 8 


Each red and yellow CorIcIDIN ForTE 
Capsule provides: 


CHLOR-TRIMETON® Maleate. . 4 mg. 
(chlorprophenpyridamine maleate) 
Salicylamide ....... .019Gm. 
Phemacetin. ....... . @038Gm. 
Aseorbicacid. ....... 680mg. 
Methamphetamine 

hydrochloride ..... . 1.25 mg. 


On Rx and cannot be refilled without 
your permission 

dosage 

One capsule every four to six hours. 
packaging 

Bottles of 100 and 1000. 


CorICIDIN,® brand of analgesic-antipyretic. 
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now... 
unprecedented 


Sulfa 
therapy 


New authoritative studies show that KYNEX 
dosage can be reduced even further than that 
recommended earlier.' Now, clinical evidence 
has established that a single (0.5 Gm.) tablet 
maintains therapeutic blood levels extending 
beyond 24 hours. Still more proof that KYNEXx 
stands alone in sulfa performance— 


e Lowest Oral Dose In Sulfa History—0.5 Gm. 
(1 tablet) daily in the usual patient for main- 
tenance of therapeutic blood levels 


e Higher Solubility—effective blood concentra- 
tions within an hour or two 


e Effective Antibacterial Range—exceptional 
effectiveness in urinary tract infections 


e Convenience—the low dose of 0.5 Gm. (1 tab- 
let) per day offers optimum convenience and 
acceptance to patients 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


*Reg. U.S. Pat. Off, 


SULFAMETHOXYPYRIDAZINE LEDERLE 


NEW DOSAGE 

The recommended adult dose is 1 Gm. (2 tab- 
lets or 4 teaspoonfuls of syrup) the first day, 
followed by 0.5 Gm. (1 tablet or 2 teaspoonfuls 
of syrup) every day thereafter, or 1 Gm. every 
other day for mild to moderate infections. In 
severe infections where prompt, high blood 
levels are indicated, the initial dose should be 
2 Gm. followed by 0.5 Gm. every 24 hours. 
Dosage in children, according to weight; i.e., 
a 40 lb. child should receive 14 of the adult 
dosage. It is recommended that these dosages 
not be exceeded. 

Tablets: 


Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxy- 
pyridazine. Bottles of 24 and 100 tablets. 
Syrup: 


Each teaspoonful (5 ce.) of caramel-flavored syrup contains 
250 mg. of sulfamethoxypyridazine. Bottle of 4 fl. oz. 


1 Nichols, R. L. and Finland, M.: J. Clin. Med. 49:410, 1957. 


* 


In a recent controlled study,* Phenaphen 

was found more effective than a standard aspirin- 
phenacetin-caffeine formula for relief of 
moderate to severe pain ... with total freedom 
from side effects and from any tendency 

to induce drowsiness. 


*Murray, R. J.: N.Y. State Jl, Med. 53:1867, 1953. 


Each PHENAPHEN capsule contains — 
Acetylsalicylic Acid (24% gr.) . 162 mg. 
Phenacetin (3 gr.) ....... 194me_. 
Phenobarbital (44 gr.) ..... 162mg. 
Hyoscyamine Sulfate .... .. 0.031 mg. 


Also available — 
PHENAPHEN with CODEINE PHOSPHATE 14 GR. 
Phenaphen No, 2 
PHENAPHEN CODEINE GR. 
Phenaphen No. 


PHENAPHEN with CODEINE PHOSPHATE : GR. 
Phenaphen No. 4 


Robins 


A. H. ROBINS CO., Inc., RICHMOND 20, VA. 


Ethical Pharmaceuticals of Merit since 1878 
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ATARAX 


in any 
hyperemotive 
state 


for childhood behavior disorders 
10 mg. tablets—3-6 years, one tab- 
let t.i.d.; over 6 years, two tablets 
t.i.d. Syrup—3-6 years, one tsp. 
t.i.d.; over 6 years, two tsp. t.i.d. 


for adult tension and anxiety 
25 mg. tablets—one tablet q.i.d. 
Syrup—one tbsp. q.i.d. 

for severe emotional disturbances 
100 mg. tablets—one tabiet t.i.d. 


for adult psychiatric and emotional 
emergencies 
Parenteral Solution—25-50 mg. 
(1-2 cc.) intramuscularly, 3-4 
times daily, at 4-hour intervals. 
Dosage for children under 12 not 
established. 
Supplied; Tablets, botties of 100. Syrup, 
pint bottles. Parenteral Solution, 10 cc. 
_ multiple-dose vials. 


Some doctors have questioned the use of tranquilizers in children. They feel, and 
rightly so, that these drugs should not be used as palliatives to mask distressing 
symptoms, while etiological factors go uncorrected. But there are three situations in 
which even the most conservative physician would not hesitate to use tranquilizers: 


1. When the usually well-adjusted child needs a buffer against temporary emo- 
tional stress, such as hospitalization. 

2. When a child needs relief from an anxiety-reaction that is in turn anxiety- 
provoking, so as to pave the way for basic therapy. 

3. When anxiety underlies or complicates somatic disease, as in asthma. 


In such situations, tranquilizers are likely to be more effective and better tolerated 
than previously accepted therapy, such as barbiturates. 


But the question arises: which tranquilizer is suitable for children? 


Most of the physicians now using tranquilizers in pediatric practice have found the 
answer to be ATARAX, confirming the conclusions of repeated clinical studies. 


ATARAX is effective in a wide range of pediatric indications. 

ATARAX has produced a “striking response” in a wide range of hyperemotive states.* 
in a study of 126 children, “the calming effect of hydroxyzine (ATARAX) was 
remarkable” in 90%.* Among the conditions that are improved with ATARAX are 
tics, nervous vomiting, stuttering, temper tantrums, disciplinary problems, crying 
spasms, nightmares, incontinence, hyperkinesia, etc.* 


ATARAX is well tolerated even by children. 
“ATARAX appears to be the aoe of the mild tranquilizers. Troublesome side 
effects have not been reported. . 


ATARAX offers two pediatric dosage forms. 

ATARAX Syrup is especially designed for acceptability by medicine-shy youngsters. 
A small 10 mg. tablet is also available. In either case, you will get a rapid, uncom- 
plicated response. Why not, for the next four weeks, prescribe ATARAX for your 
hyperemotive pediatric patients. See whether you, too, don’t find it eminently 
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*Documentation on request 
OF HYDROXYZINE) 


Medical Director 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 


x 
suitat 
» 3 
i 


Arlidin is often effective when other 
vasodilators fail...because it brings 
more blood where needed most. 


“The increased blood flow brought 
about by this drug (ARLIDIN) is 

predominant and lasting in skeletal 
muscle and quite negligible in the skin.’”! 


arlidin 


brand of nylidrin hydrochloride N.N.R. 


produced improvement in rest pain and ulcers, 
reduction in swelling and increased walking _ 
distance in a majority of 79 patients with... 


ntermittent claudication | 


arteriosclerosis obliterans 


thromboangiitis obliterans 
(Buerger’s disease) 


..also effective in 


& 


abdominal aortic occlusion 
chronic venous insufficiency © 


- 6 mg. tablets and 5 mg. per cc. ampuls and vials” 
See PDR for dosage and package sizes | 


1. Murphy, H. L., and Klasson, D. H.: New York 
St. J. M. 57:1908, June 1, 1957 


SAMPLE supply of Arlidin and reprint upon request 


arlington-funk laboratories 
division of U.S. VITAMIN CORPORATION 
250 East 43rd Street, New York 17, N.Y. © 


- protetted by U.S. Patent Numbers 2,661,372 ant 


4 2,661,373 
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QUALITY / RESEARCH / INTEGRITY 


A MOST USEFUL 
ANTBIOIIC 
AMR ThE MOST 

_ PREVALENT 


the bactericidal action makes the difference 


In addition to rapid clinical re- 
sponse, ‘Ilotycin’ provides the 
important advantages only a bac- 
tericidal antibiotic can give you. 
‘Ilotycin’ effectively eliminates 
strep. carrier states, directly kills 
pathogens to prevent the emer- 
gence of resistant strains, and of- 
fers maximum assurance against 
spread of infection. 


Also consider ‘Ilotycin’ for safer 
therapy. Allergic reactions follow- 
ing systemic treatment are rare. 
Bacterial flora of the intestine is 
not significantly disturbed. 

You can achieve more complete 
antibiotic therapy with ‘Ilotycin.’ 

Usual adult dosage is 250 mg. 
every six hours. 


**Ilotycin’ (Erythromycin, Lilly) 


U.S.A. 
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Panel Discussion on Nodular Goiter 


Adolescent Goiter — Treatment and Sequelae 


THEODORE S. RAIFORD, M.D. 


ASHEVILLE 


Goiters occurring before the age of 
puberty, though rare, constitute a distinct 
entity which warrants just consideration 
among endocrine disturbances in children. 
Crawford!’ has reported an incidence of 
0.16 per cent in all admissions to the Mass- 
achusetts General Hospital, and Ward’ a 
similar frequency at the Childrens Hospi- 
tal in Los Angeles. The types encountered 
fall into six categories as follows: 

. Thyrotoxic goiter 

2. Neonatal goiter 

3. Adolescent goiter 

. Hashimoto’s disease (lymphocytic thyroid- 

itis) 

5. Goiters of defective thyroid synthesis 

6. Carcinoma of the thyroid. 
Since thyrotoxic goiter comprises a separate 
entity of extensive scope, only the last five 
types, or those marked by thyroid enlarge- 
ment without hyperactivity, will be dis- 
cussed in this paper. 


Neonatal Goiter 

Neonatal goiters are most frequently 
found in children born of mothers in one 
of two categories: First are those receiv- 
ing iodides for hay fever or asthma. In 
this case the iodides apparently cross the 
placenta and block the fetal secretion of 
the thyroid synthesis hormone (T.S.H.) 
The goiter is usually absent at birth, but 
appears a few days later as the iodide 
blockade subsides with a subsequent surge 
of T.S.H. In the second category are 
mothers receiving one of the thiourea group 
of goitrogens for the suppression of thy- 
roid activity. In this case the goiter is 
usually present at birth. 


Presented before the Section on Surgery, Medical Society of 
the State of North Carolina, Asheville, May 7, 1957 . 


These goiters are large and relatively 
soft, with margins poorly defined. 
They are located high in the neck and not 
infrequently extend behind the trachea, 
sometimes almost completely encircling it. 
They may reach a size four or five times 
that of normal, and cause symptoms by 
compressing adjacent structures, especially 
the trachea, esophagus and vessels of the 
neck. Apparently there is no predilection 
for either sex. 


This type of goiter usually regresses 
spontaneously after a few weeks, but the 
process can be speeded up by the adminis- 
tration of 15 to 30 mg. of desiccated thy- 
roid daily. Iodine administered by mouth 
or rubbed into the skin of the neck has been 
discarded as having no real value. X-ray 
therapy has been of questionable value, and 
has been discarded in favor of treatment by 
thyroid substance as outlined above. The 
infant whose mother is receiving one of the 
thiourea group of goitrogens should not be 
breast fed, as the drug may be transmitted 
through the mother’s milk. Surgery may be 
indicated if the goiter is large enough to 
produce obstructive symptoms. If such is 
the case, simple division of the isthmus is 
sufficient and rarely if ever is surgical ex- 
cision of the gland necessary. 


Adolescent Goiters 


Adolescent goiter is clinically similar to 
Hashimoto’s disease and with it comprises 
about one-half the goiters of adolescence. 
It is found almost exclusively in females, 
and usually develops from the age of 9 
years through puberty. The etiology is un- 
known, but it has been presumed that the 
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condition represents a reaction to intense 
thyrotropic hormone stimulation. 


Symptomatically the condition manifests 
itself by enlargement of the thyroid, fre- 
quently noticed first by the parent or exam- 
ining physician. It appears to undergo 
changes in size correlated with the men- 
strual cycle, being largest just before the 
onset of menses. In this respect it has 
been likened to the goiters of pregnancy. 
Symptoms of mechanical obstruction are 
not common. The patients are usually hy- 
pothyroid as found by body and skin temp- 
eratures, pulse, and skin texture. 

Examination reveals a diffuse enlarge- 
ment of the thyroid, soft and almost cystic 
in consistency, with poorly defined edges. 
Laboratory findings are not conclusive. 
Both protein-bound iodine (P.B.I.) and bu- 
tanol extractable iodine (B.E.I.) are low. 
Histologic examination, after needle or di- 
rect surgical biopsy, shows diffuse nonspe- 
cific hyperplasia. 

Treatment is directed toward cosmetic 
results, alleviation of hypothyroidism, and 
the prevention of nodule formation. Des- 
iccated thyroid in full maintenance dosage 
is the therapy of choice. The response to 
therapy can best be judged by serial mea- 
surements of the circumference of the neck. 
If successful, the treatment must be main- 
tained for at least a year, and probably 
longer, before the patient is able to carry 
on without return of the goiter or the hy- 
pothyroidism. The use of cortisone has been 
suggested and good results have been re- 
ported in a small number of cases. 


Hashimoto’s Disease 


The clinical manifestations of Hashimoto’s 
disease, or lymphocytic thyroiditis, are al- 
most identical to those of adolescent goiter. 
In fact, many cases were clinically diag- 
nosed as adolescent goiter until proved by 
histologic examination to be Hashimoto’s 
disease. Predominant in females, they 
likewise occur during the later years of 
adolescence and show a cyclic correlation 
with menses. 

Again, little is known as to etiology, and 
there is no evidence to support the assump- 
tion that it is infectious in origin. Nor- 
ris) has reported an unusually high in- 
cidence (39 per cent) in hyperactive glands 
after the administration of radioactive 
iodine, and suggests an etiologic relation- 
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ship. Gribetz) feels that increased pitui- 
tary T.S.H. may be a factor. 

On examination, this type of goiter like- 
wise constitutes a diffuse enlargement, but 
the texture is somewhat firmer and more 
granular. Crawford has described it as 
feeling like a “tense bag of coarse sand.” 
The edges are more sharply defined, the 
margins of the gland are easily defined, and 
the Delphian node is enlarged in about 
one-half the cases. Laboratory findings are 
more definitive. There is a discrepancy be- 
tween the P.B.I. and B.E.I. values in that 
the former is slightly above and the latter 
below normal Histologic interpretation is 
more accurate and diagnosis is based on the 
demonstration of lymphoid accumulations 
in the substance of the gland. 

Treatment, as in adolescent goiter, con- 
sists of disiccated thyroid, and in addition 
to the therapeutic aims outlined in the 
previous section, it is important to prevent 
the formation of a scarred, fibrotic, and 
functionless gland. 


Goiters of Defective Thyroid Synthesis 


These goiters comprise a small group 
occurring in children who manifest signs 
of hypothyroidism in the early months or 
years of life and frequently develop true 
goiters in the latter years of the first decade 
or early teens. The fact that two thirds 
of the reported patients have affected sib- 
lings suggests the presence of an hereditary 
factor. 

Iodine deficiency is apparently not of 
etiologic importance, since cases are found 
in nonendemic areas. Recent studies sug- 
gests a congenital defect in the synthesis of 
calorigenic thyroid hormone. 

In early stages the goiters are small and 
soft. If untreated, they may reach enorm- 
ous size and become nodular. Pathologic 
studies have shown a most bizarre picture 
of neoplastic and pre-neoplastic degenera- 
tion, mingled with multiple adenomas of 
variable cell differentiation in which, how- 
ever, malignant invasion or metastasis is 
notably absent. 

Treatment again consists of thyroid in 
full maintenance dosage. Development of 
goiters in hypothyroid patients of this group 
may be prevented and small goiters rapidly 
return to normal size. Withdrawal of ther- 
apy, however, is promptly followed by 
goiter formation and a return to the hypo- 
thyroid state. If a large nodular goiter 
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has developed, thyroid therapy is of no 
avail and surgical extirpation is the only 
choice. 


Carcinoma 

Carcinoma of the thyroid in children is 
relatively rare, but occurs often enough to 
warrant a definite consideration in all cases 
of adolescent goiter. The reported inci- 
dence varies somewhat. Thus Crawford, 
at Massachusetts General Hospital, found it 
rare in the first decade of life, accounting 
for 2 to 5 per cent of all admissions for 
thyroid disease in the second decade. Ward, 
reporting from the University of Califor- 
nia, found a higher incidence — namely, 
17.3 per cent of all goiters and 47.0 per 
cent of nodular goiters. Norris, on the 
other hand, computed the incidence at less 
than half that figure. In spite of this di- 
vergence, it seems safe to say that in chil- 
dren below the age of 15 years, between 5 
and 10 per cent of all goiters and 20 to 25 
per cent of nodular goiters are malignant. 

As to etiologic factors, Winship‘*’, in 
analyzing 334 cases reported in the litera- 
ture and answers to questionnaires sent to 
all children’s hospitals in the United States 
and Canada, found no goiter area influence. 
All children were normal at birth except 
for 3 with congenital anomalies and 12 
with congenital thyroid tumors which later 
became malignant. To the suggested in- 
fluence of cobalt therapy and soybean diet 
he gave no credence, but admitted more 
than a coincidental correlation between ir- 
radiation of the thymus and subsequent 
development of carcinoma. 

The incidence is slightly higher in fe- 
males than in males, and the average age 
of the patient at the time of diagnosis is 9 
to 10 years. Presenting symptoms are a 
mass in the thyroid gland, choking sensa- 
tion, dysphagia, cough, and tenderness. Thy- 
rotoxicosis has been notably absent. The 
initial symptom is one or more painless 
nodules in the neck which in 1 of 5 cases 
are bilateral. The average duration of 
symptoms from the initial appearance of 
the nodule to diagnosis is two years. Fif- 
teen per cent of the patients had demon- 
stratable pulmonary metastases when first 
seen, and 2 per cent had osseous involve- 
ment. 

To be differentiated are cervical lympha- 
denitis of tuberculous or nonspecific origin, 
thyroglossal duct cyst, lymphoma, bronchial 
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cleft cyst, dermoid cyst, and chronic thy- 
roiditis. In fact, one of the tragic fea- 
tures of carcinoma lies in the fact that 
malignant involvement of the cervical nodes 
is so often mistaken for chronic benign 
lymphadenitis. Inasmuch as accurate diag- 
nosis depends upon pathologic study, it is 
generally agreed that all thyroid nodules, 
whether solitary or multiple, should be sub- 
jected to surgical biopsy, especially if there 
has been no appreciable change in character 
following T.S.H. therapy. 

The vast majority of thyroid carcinomas 
(85 per cent) are papillary, follicular, or 
a combination of the two in type. The re- 
maining 15 per cent are made up of ana- 
plastic carcinomas and sarcomas. 

Treatment consists of surgery, irradia- 
tion or a combination of the two. For- 
tunately, the papillary and follicular types 
are radiosensitive; hence this type of man- 
agement, either in conjunction with sur- 
gery or alone for disseminated growth, is 
reasonably effective. Winship found in his 
review that surgical removal was done in 
94 per cent of the cases, whereas biopsy and 
irradiation were carried out in 6 per cent. 
Total or subtotal thyroidectomy was done 
in 40 per cent, and radical neck dissection 
in 30 per cent — bilateral in 4 per cent. 
Of the surgically treated patients 31 per 
cent required additional operations for resi- 
dual tumor. 

The results of therapy are on the whole 
considerably better than with other types 
of malignancy. From his analysis of 334 
cases, Winship reported satisfactory follow- 
ups in 226. Those of five years or less dur- 
ation are excluded. Forty-six were followed 
10 years or more. Of these, 24 (52 per 
cent) were living without evidence of dis- 
ease. Seventeen (37 per cent) were living 
and in good health, but with latent evidence 
of malignancy. Only 5 (11 per cent) were 
known to have died of the disease. He 
concluded that the most important factor in 
prognosis is the duration of the disease 
when first treated. 

The results do not specifically indicate 
the preferred approach, but from them cer- 
tain dicta can be set forth as a guide to 
management. 

1. Therapy must be individualized. 

2. Biopsy with frozen section should al- 

ways be done. 

3. If malignant, total lobectomy should 
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be done if the lesion is solitary, total 
thyroidectomy if the nodules are bi- 
lateral. 

4. The first opportunity for treatment 
is the most fruitful; therefore as much 
of the gland as possible should be re- 
moved at the first operation. 

5. The value of radical neck dissection 
is equivocal. 

6. Radiotherapy is a valuable adjunct to 
therapy, especially if metastases are 
present and if the growth is of the 
papillary or follicular type. 


Summary 

Goiters occurring in childhood and ado- 
lescence have been discussed from the 
standpoint of incidence, clinical signs, ther- 
apy, and prognosis. 

Neonatal goiters occur in infants born of 
mothers taking goitrogenic drugs, usually 
regress and disappear spontaneously, rarely 
require surgery, and regress more rapidly 
with administration of thyroid. 

Adolescent goiters appear later in child- 
hood, occur almost entirely in females, and 
are clinically comparable to the goiters of 
pregnancy. They likewise respond well to 
desiccated thyroid. 

Hashimoto’s disease (lymphocytic thy- 
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roiditis) is clinically similar to adolescent 
goiter, and is satisfactorily treated with 
thyroid. 

Goiters of defective thyroid synthesis 
comprise a small group in which hypothy- 
roidism appears early in life. If allowed 
to go untreated, they may develop into huge 
nodular goiters later in adolescence. They 
are prone to become malignant, but if not, 
may cause serious mechanical obstruction 
necessitating surgical relief. Early and 
continued administration of thyroid sub- 
stance is the treatment of choice. 

Carcinoma of the thyroid is found in 
from 5 to 10 per cent of all goiters and in 
20 to 25 per cent of nodular goiters in chil- 
dren. Early diagnosis and total surgical 
extirpation with adjunctive radiotherapy 
is attended by gratifying prognosis. 
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Nodular Goiter: Etiology, Treatment and Incidence 
Of Carcinoma 


HUBERT M. POTEAT, JR., M.D. 


SMITHFIELD 


Obviously, the etiology of any tumor be- 
longs properly in a symposium on oncol- 
ogy; treatment may be summarized by the 
statement that all tumors should be re- 
moved; and the incidence is usually 
said to be about 10 per cent of all adenomas 
a figure that my experience of having 
encountered only one cancer of thyroid— 
and that one of questionable diagnosis — 
leads me to doubt. For an eminently clear 
and lucid dissertation on the subject, I 
commend the monograph, “Tumors of the 
Thyroid Gland,” by Drs. Warren and Meiss- 
ner of the Lahey Clinic‘. 


Classification 
Any classification must meet three cri- 
teria: (1) It must be useful; (2) it must 


be simple; (3) it must be adaptable to 
change. The following classification sug- 
gested by Warren and Meissner meets all 
three criteria. 


1. Primary hyperplasia 
2. Thyroiditis 

8. Adenomatous goiter 
4, Tumors 


Benign 
Follicular adenoma 
Papillary adenoma 


Malignant 
Follicular carcinoma 
Papillary adenocarcinoma 
Other malignant tumors 
Primary hyperplasia, so-called Graves’ 
disease or exophthalmic goiter, is not con- 
sidered to be within the province of this 
discussion. The gland is diffusely and uni- 
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formly enlarged to about twice its normal 
size, and is without nodules. Microscopi- 
cally, there is little colloid, and usually 
there is infiltration with lymphocytes. 

The second lesion is that of thyroiditis 
—another condition which does not particu- 
larly concern us here. Struma lymphoma- 
tosa—or Hashimoto's disease, as it is some- 
times called — is also characterized by a 
symmetrically enlarged gland without no- 
dules. It is yellowish in color and on sec- 
tion resembles a lymph node involved with 
lymphocarcinoma. Microscopically, the gland 
is devoid of colloid and shows a marked 
lymphocytic invasion. 

Of primary concern to this discussion are 
(1) adenomatous goiters and (2) true tu- 
mors: adenomas and carcinomas. 


Adenomatous Goiter 


Adenomatous goiter has many synonyms: 
endemic goiter, multiple nodular goiter, 
and multiple colloid adenomatous goiter 
are the most common. Adenomatous goiter 
refers to an asymmetrical enlargement of 
the thyroid gland, appearing quite often in 
“endemic” areas marked by a deficiency of 
iodine in the water and food. There are 
undoubtedly other contributing factors, 
since the disease is also seen in areas of 
adequate iodine intake. 

Histologically, the disease appears to be 
the result of repeated episodes of hyper- 
trophy, with excessive storage of colloid and 
focal hyperplasia resulting in fibrosis and 
nodularity. These nodules are frequently 
indistinguishable clinically from true aden- 
omas, and some differential diagnostic 
points will be presented directly. It is 
recognized, and I am sure understood, that 
at times the hyperplasia is so accentuated 
as to produce a hyperthyroid state, but 
again that is not our problem at the mo- 
ment. 


True Tumors 

True tumors of the thyroid are, for prac- 
tical purposes, of epithelial origin: aden- 
omas and carcinomas. The clinical diag- 
nosis of true adenoma is of great impor- 
tance to those of us in the clinical practice 
of surgery, because of its direct relation- 
ship to carcinoma. 

Benign tumors are ordinarily divided into 
two categories—those which form follicles 
and those which form papillae. These 
types are clinically indistinguishable, Fol- 
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licular adenomas are otherwise designated 
as embryonal, fetal, simple, colloid, and so 
on. For the purpose of this discussion, how- 
ever, the term “follicular adenoma” will be 
used. Likewise, papillary adenoma is often 
referred to as papillary adenocystoma and 
papillary cystadenoma, suggesting its tend- 
ency to form cysts similar to those usually 
associated with cystadenoma of the ovary. 
Papillary tumors are a minority of the true 
tumors, being outnumbered by follicular 
adenomas 15 to 1. 

Earlier I mentioned the importance of 
differentiating adenomatous goiter from 
true tumor. The following comparison is 
also taken from Warren and Meissner: 


Adenomatous Goiter True Adenoma 
Multiple nodules Single nodule 

Poor encapsulation Good encapsulation 
Variable structure Uniform structure 

No compression of Compression of adjacent 


adjacent gland gland 

It is of interest to consider the incidence 
of these various lesions. Table 1 shows the 
incidence in 300 consecutive and unselected 
cases reported by the Lahey Clinic. 


Table 1 

Incidence 
Diagnosis Per Cent 
Primary hyperplasia 29 
Adenomatous goiter 53 
Thyroiditis 5 
Tumor 12 
No report 1 


Adenomatous goiter is by far the most 
common lesion encountered in surgery of 
the thyroid gland. Carcinoma is almost 
nonexistent in this type of lesion; however, 
it is reported to occur in 10 to 20 per cent 
of true adenomas. This distinction, I be- 
lieve, explains the feeling of the average 
general surgeon that the incidence of can- 
cer of the thyroid is less than we are led to 
believe. Actually, much less than 75 per 
cent of all neoplasms of the thyroid which 
we see are true tumors. In the past three 
years I have operated on 26 patients for 
thyroid disease. Only 5 of these had true 
adenomas, and none had cancer. Let us 
not, then, be overcritical of reputable clinics 
which report a high incidence of carcinoma. 


Treatment 
Let us now leave the relatively quiet 
realm of the pathologist, who doesn’t have 
to listen to overzealous in-laws, husbands, 
and nervous women with the backache and 
dysmenorrhea, and move into the hurly- 
burly consultation room and undertake to 
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do something for the nervous, tense, pale, 
skinny, apprehensive little lady who ap- 
pears there with a lump in her throat which 
she has been assured is cancer by her back- 
fence neighbor, but who has been further 
assured by her best friend that she will 
surely die if she submits to operation. The 
latter opinion has likely been confirmed by 
her well meaning but ill advised family 
doctor, who probably has suggested: “Don’t 
bother it until it bothers you!” 

In my opinion, lumps in the thyroid 
gland should receive the same careful and 
considered evaluation as lumps in the 
breasts. As created, contours of the human 
body are smooth. Any lump is abnormal 
and potentially malignant; therefore, it 
should be removed and competently evalu- 
ated. Thyroidectomy in goiter is indicated, 
of course, for reasons other than the threat 
of malignancy. The incidence of hyper- 
thyroidism in a multinodular goiter is much 
higher than in a single adenoma; the size 
of the tumor may at times be an indication; 
and, although the extremely slow growth of 
tumors may cause the patients to be un- 
aware of respiratory distress, deviation and 
compression of the trachea are not uncom- 
mon. 


Technique 


Opinion differs as to the proper proce- 
dure to follow in the patient with a single 
adenoma or true tumor. Some clinics feel 
that hemithyroidectomy with resection of 
the isthmus and a part of the opposite lobe 
is the procedure of choice; others suggest 
merely enucleation, while still others resect 
the tumor with a margin of normal gland 
around it. My personal preference is enu- 
cleation; however, I have no argument with 
other methods so long as the tumor is re- 
moved. In attacking intrathoracic tumors, 
particularly large ones, it is imperative that 
a long endotracheal tube be in place. This 
tube must extend to a point lower than the 
tumor to insure an adequate airway. When 
the gland is drawn upward into the neck, 
the trachea is frequently completely com- 
pressed. 

Thoracotomy does not appear necessary 
in the treatment of these tumors. The su- 
perior thyroid artery and venous attach- 
ments to the jugular vein are severed and 
controlled anatomically. The inferior thy- 
roid artery ascends in the neck, enters the 
gland, and is drawn into the chest as the 
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goiter descends; it may therefore be ligated 
in the neck before the subclavicular portion 
of the dissection begins, and serious hem- 
orrhage thereby avoided. On some occa- 
sions when the largest diameter of the 
intrathoracic goiter is below the superior 
thoracic strait, it is impossible to deliver 
it into the neck by gentle traction from 
above and gentle pushing from below. In 
this circumstance, with both arteries and 
veins controlled, the gland may be tran- 
sected and the finger used to break up the 
semi-solid center, which is then aspirated, 
resulting in much. simpler mobilization. 
Coleock cautions against too vigorous trac- 
tion on the gland, which may result in 
avulsion of the recurrent laryngeal nerve. 
Much has been said and written about the 
necessity for severing the sternohyoid and 
sternothyroid muscles: I believe that if 
these muscles are severed high and accu- 
rately resutured, no deformity will result 
and visualization of important structures 
will be greatly enchanced. 


Incidence of Carcinoma 
We now look briefly at the incidence of 


carcinoma. Table 2 gives the experience 
of the Lahey Clinic: 
Table 2 
Incidence of Carcinoma 

No. No. Tumors 

Points Malignant (per cent) 
Single nodule 1,971 198 10.04 
Multiple nodule 1,782 11 0.62 
Toxic nodules 440 3 0.68 
Toxic multiple nodules 735 4 0.54 


Again may I point out that the incidence 
of the single nodule (true adenoma) is very 
low, but the incidence of carcinoma in it is 
appreciably high. 

The following statistics were compiled 
from a number of clinics. 


Table 3 
Carcinoma Per Cent in Per Cent in 
(Per cent) Multinodular Single 
Goiter Nodular 


Author Year 


Goiter 

Leahy 1951 4.8 0.62 10.4 
Cope 1949 10.1 — 19 

Anglem 1948 7.6 4.8 9 

Hinton 1945 7.6 — _- 
Hinton 1957 y 
Horn 1947 _ 9.8 — 
Cole 1945 17.2 11.0 24.0 
Cole 1950 17.1 9.8 24.4 
Crile 1950 10.9 3.4 24.5 
Cerise 1952 17.3 12.8 19.8 


Summary 
1. A workable classification of goiter has 
been presented. 
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. Types of goiter have been described. 
. Differential diagnosis of adenomatoid 
and true adenoma has been stressed. 

. Certain technical considerations have 

been discussed. 
. The unquestioned relationship between 
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benignancy and malignancy in the sol- 
itary tumor has been emphasized. 


Reference 
1. Warren, S., and Meissner, W. A.: Tumors of the Thyroid 
Gland, Atlas of Tumor Pathology, Section IV, Fascicle 
14. Washington, D. C., Armed Forces Institute of Pathol- 
ogy, 1953. 


Surgical Treatment of Cancer of the Thyroid 


ISAAC E. HARRIS, JR. 


DURHAM 


The treatment of cancer of the thyroid 
gland poses a most difficult problem. The 
pathologic picture varies widely, and is 
often difficult to interpret. Reinhoff has 
reported an instance in which a goiter was 
removed from a young girl and specimens 
sent to three experienced pathologists. 
From each came a different diagnosis: from 
one, thyroiditis; from another, carcinoma; 
and from the third, exophthalmic goiter. 
At times the surgical treatment can be just 
as variable and difficult. Since the patho- 
logic diagnosis is such a problem, it is es- 
sential that the surgeon have a good pathol- 
ogist on his team before undertaking the 


surgical treatment of cancer of the thyroid. 


Incidence 

Cancer of the thyroid is relatively un- 
common, being present in 0.5 to 10 per 
cent of goiters. During a five-year period, 
1952 through 1956, at Rex Hospital, Ra- 
leigh, of 234 patients admitted with a diag- 
nosis of goiter, only 6 cases proved to be 
malignant; at Charlotte Memorial Hospital, 
Charlotte, the incidence was 25 out of 362 
cases; at Watts Hospital, Durham, 10 out 
of 404, and at Duke Hospital, Durham, 51 
out of 1,021. At these institutions no one 
surgeon took care of all the patients, a 
fact indicating our limited experience. 
Thus the following discussion will be based 
primarily upon the available literature, in- 
terspersed with my own limited experience. 


General Considerations 

There are three points on which we all 
agree: First, an ounce of prevention is 
worth a pound of cure; second, the first 
operation for malignancy is the most im- 
portant and usually offers the only hope 
for long survival or cure; and third, sur- 
gery is the best treatment known to date, 


with roentgen therapy and radioactive 
iodine only adjuncts. 

Most experienced surgeons recommend 
removal of all nodular goiters, especially 
solitary nodules. This is doubly true with 
respect to nodules in men and very young 
women. It is my policy to recommend re- 
moval of all tumors of the thyroid, if only 
for diagnosis, since only the pathologist 
can make a definite diagnosis. I look upon 
tumors of the thyroid as I do tumors of 
the breast. Long survival and cure, in 
most cases, are obtained when there is no 
clinical evidence of malignancy. Thus one 
should consider all tumors of the thyroid 
as being malignant until proved otherwise. 

Thyroidectomy for nontoxic goiter in the 
hands of a well trained surgeon with ex- 
perience in surgery of the thyroid is tech- 
nically easy, with little or no mortality or 
morbidity ; but total thyroidectomy with bi- 
lateral radical block dissection of the neck 
is a most formidable procedure, carrying 
with it a fairly high mortality, an ex- 
tremely high morbidity, and often terrify- 
ing complications. Yet one must be pre- 
pared to undertake the latter when treat- 
ing cancer of the thyroid. 

A few surgeons look upon any form, 
type, or grade of malignancy of the thyroid 
as only one thing—cancer, and recommend 
one treatment — total thyroidectomy, with 
unilateral or bilateral block dissection of 
the neck. They give the impression that 
removal of the parathyroids, severance of 
recurrent laryngeal nerves, permanent 
trachetomy, and so forth—which are fairly 
frequent with such radical surgery—are of 
little significance if the cancer is eradicated. 
The majority, however, do not believe that 
such extreme measures are necessary or 
justified in the treatment of all cancers of 
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the thyroid, and vary the surgical treat- 
ment according to the form, type, grade, 
and extent of the pathologic process pres- 
ent. 
Classification 

Classifications of malignant tumors of the 
thyroid are many and varied, but from the 
standpoint of treatment Warren’s seems to 
be the simplest and most appropriate: (1) 
papillary; (2) follicular, and (3) undiffer- 
entiated. The papillary type is the most 
common (Warren found an incidence of 50 
per cent in his series of 200) and offers the 
best prognosis. Second in frequency is the 
follicular type (Warren’s incidence, 27 per 
cent). The undifferentiated type is least 
common (23 per cent) and offers the worst 
prognosis. In fact, a patient rarely sur- 
vives as long as one year, regardless of 
treatment, after such a diagnosis has been 
made. Of course there can be combina- 
tions of these three types. 

The papillary type of carcinoma spreads 
primarily by way of the lymphatics to the 
glands of the neck. In fact, some of these 


metastatic lesions used to be considered 
aberrant thyroid tissue. The follicular type, 
or malignant adenoma, spreads throughout 


the vascular system, and the undifferen- 
tiated type by direct extension to surround- 
ing structures as well as to the lymphatic 
and vascular systems. 


Treatment 

The patient with a goiter is studied 
thoroughly, and if hypothyroidism is pres- 
ent—about 15 per cent of patients with 
malignancy do have hypothyroidism—this 
condition is brought under control by the 
use of anti-thyroid drugs, iodine, sedation, 
rest, and so forth. With a good patholo- 
gist available for studies of frozen sections, 
and a good anesthestist to administer endo- 
tracheal anesthesia, one proceeds with a 
collar incision. The gland is exposed, and 
if there are multiple nodules with intact 
capsules and no gross evidence of malig- 
nancy, a subtotal thyroidectomy is carried 
out, care being taken to remove all nodules 
for histologic examination. 

If the pathologist reports a diagnosis of 
papillary carcinoma, grade I or II, the neck 
is explored for involved glands. If none is 
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found, the operation is adequate. If any 
lymphatic glands are involved, the adjacent 
chain glands are removed. Grade III or 
IV papillary carcinoma requires total thy- 
roidectomy. If the lymphatic glands are 
involved, the incision is extended, one end 
towards the angle of the jaw and the other 
towards the distal end of the clavicle, and a 
radical block dissection of the neck is car- 
ried out on the involved side. It is not 
necessary to dissect out the maxillary tri- 
angle, but the sternocleidomastoid muscle 
should be removed, along with the deep 
chain of glands beneath it. It may be 
necessary to sacrifice the spinal accessory 
nerve. 

If the pathologist reports malignant 
adenoma, a total thyroidectomy should be 
done. It is this type of cancer that pro- 
duces distant metastases, which, if a total 
thyroidectomy has been performed, will re- 
spond to radioactive iodine. 

If undifferentiated cancer is reported, 
total thyroidectomy followed by x-ray ther- 
apy within a few days should be done. 

When dealing with a solitary adenoma, 
one should remove the involved lobe along 
with the isthmus in toto, taking care not to 
injure the nodule. If the pathologist re- 
ports malignancy, one proceeds as_prev- 
oiusly outlined, depending upon the type 
and degree of malignancy and the lymph- 
atic gland involvement. 

If there is gross evidence of malignancy 
and the lesion has broken out of the cap- 
sule, invaded the surrounding structures, 
and proved to be papillary carcinoma, total 
thyroidectomy with excision of the involved 
structures and radical dissection of the 
neck should be carried out. If the cancer 
is follicular in type, total thyroidectomy 
should be done and all involved structures 
excised. If the lesion is undifferentiated, 
remove as much of the structures as pos- 
sible and perform a tracheostomy, follow- 
ing the procedure with extensive x-ray 
therapy. X-ray therapy is also indicated 
after operations for the papillary and folli- 
cular types of cancer, radioactive iodine to 
be reserved for distant metastases. 

In conclusion, it should be remembered 
that every patient is an individual, and 
should be treated as such. 
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Biological Considerations in the Management 
of Thyroid Cancer 


C. G. THOMAS, JR., M.D.* 
CHAPEL HILL 


A common concept of cancer is that of an 
event, an event in which a group of cells 
begin to grow and develop autonomous 
characteristics, unaffected by the host. It 
now becomes apparent that often this 
change is not an abrupt event, but a pro- 
gressive process. Some of the malignant 
cells will show early autonomy, but many 
others will lose their dependency upon the 
host more gradually. Nowhere is there 
better evidence of this characteristic than 
in tumors relating to the endocrine sys- 
tem‘). The fact has been exploited clinically 
in tumors of the prostate and breast by tak- 
ing advantage of -hormonal dependency by 
such procedures as orchiectomy or estrogen 
therapy in prostatic cancer and by testos- 
terone therapy, oophorectomy, adrenalec- 
tomy, and even ablation of hypophyseal 
function in cancer of the breast. 


Occasionally a neoplasm may exhibit lit- 
tle progression and at times appear to be 


controlled by the host. At other times 
actual regression is seen. The true inci- 
dence of regression of human tumors is 
unknown, since the neoplasms seen clini- 
cally are those which have been successful 
in overcoming host resistance. Some indi- 
cation, however, of the frequency of “con- 
trolled” or conditioned neoplasms can be 
deduced from the high incidence of occult 
carcinoma in certain areas such as the pros- 
tate and thyroid glands. 


Hormonal Influence on Normal and 
Malignant Cell Growth 

Biologically speaking, these observations 
have led to the concept that autonomy of 
growth may be a quantitative rather than 
a qualitative characteristic. Many of the 
factors governing the growth and function 
of normal cells may also influence the growth 
and function of the malignant cell. These 
factors may be of sufficient import that 
withdrawal of the normal growth stimulus 
results not only in inhibition of neoplastic 
growth but in actual regression. This is 


*From the Department of Surgery and North Carolina Me- 
morial Hospital, University of North Carolina School of Med- 
icine, Chapel Hill. 


well illustrated by the effect of estrogen 
and androgen withdrawal on carcinoma of 
the breast and carcinoma of the prostate'?’. 
However, just as the bacterium develops re- 
sistance to an antibiotic and adapts its met- 
abolism to the presence of this drug, so can 
the malignant cell adapt its cellular 
enzymes, perhaps by mutation or deletion 
of genes, in such fashion that it is subse- 
quently able, not only to survive, but to 
exhibit progressive growth despite the lack 
of a previously essential enzyme system. 
Consequently, it is common experience to 
observe dependent neoplasms exhibiting a 
rather dramatic initial response to hormon- 
al therapy that ultimately develop increas- 
ing autonomy and progression of growth. 
At present, therefore, this approach to the 
management of patients with malignant 
disease must be regarded as palliative or 
adjunctive to curative methods of treat- 
ment. 

The biologic characteristics of thyroid 
cancer suggest that it too possesses those 
peculiarities of growth that place it in the 
category of a hormonally dependent neo- 
plasm‘*’. In appraising the natural history 
of thyroid cancer, the histologic type must 
be distinguished immediately. Whereas most 
thyroid neoplasms occur between the third 
and sixth decades of life, grow rather slow- 
ly, and may not cause death for many 
years, a few tumors characteristically in- 
vade the area beyond the thyroid, spread 
rapidly with lymph node and pulmonary 
metastases, and cause death in a relatively 
short time. 

Histologic studies have disclosed that 
those neoplasms having a prolonged course 
are usually papillary carcinoma, alveolar 
carcinoma, or a mixture of both; whereas 
the neoplasms with the highest immediate 
mortality are poorly differentiated or solid 
in appearance. It is the papillary and al- 
veolar adenocarcinomas of the thyroid that 
appear to be dependent on their hormonal 
environment, while the more poorly differ- 
entiated tumors are not. The former group 
are fortunately more common. It is also 
likely that there is no sharp distinction 
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between these two groups as to origin, but 
that the more poorly differentiated neo- 
plasms represent a more rapid evolution of 
growth and autonomy. 

Experimentally, the thyrotropic hormone 
of the anterior pituitary gland serves as the 
growth stimulus or promoting factor for 
the development of thyroid cancer in the 
animal’. Any goitrogenic agent may ap- 
parently serve through the mediation of 
this factor. Iodine deficiency, thiourea, 
prophylthiouracil, and radioiodine have all 
been demonstrated to be such agents. By 
varying the initiating factor, such as a 
chemical carcinogen, radiation injury or the 
hereditary role of tumor incidence, a vari- 
able frequency of malignant thyroid neo- 
plasms has been produced. Initially, most 
of these tumors are dependent upon thyro- 
tropic hormone. However, they also are cap- 
able of developing progressive autonomy, 
probably in a manner similar to that al- 
ready described. 


By inference, thyrotropic hormone may 
be similarly related to the development of 
thyroid cancer in the human —a concept 
that would be in keeping with some of the 
well known vagaries of growth and behav- 
ior. Thus it is not unusual for tumors of 
the thyroid to arise at a much earlier age 
than most malignant neoplasms, being rela- 
tively more common in the second and third 
decades of life’*’, when the physiologic de- 
mands upon the thyroid are high. If such 
a physiologic stimulus is an etiologic fac- 
tor, there should be multiple foci of origin 
of these tumors, and this seems to be borne 
out in carefully studied cases‘*’. Most tu- 
mors that arise in childhood seem consid- 
erate of the host. Although they may 
metastasize to lymph nodes and lungs, they 
tend to grow slowly and in many instances 
seem to have little ill effect. Further sup- 
port of the role of a physiologic stimulus in 
the origin of these neoplasms comes from 
a recent study of the anterior pituitary 
gland. In such patients, there seems to be 
a definite increase in the cells responsible 
for the output of thyrotropic hormone’. 
These tumors are also known to be more 
aggressive in the older patient, as well as to 
exhibit more autonomy with age. This in- 
creasing malignancy with age is somewhat 
comparable to the experimentally induced 
neoplasm of the thyroid, which, though in- 
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itially dependent, may finally become com- 
pletely autonomous. 


Human neoplasms have also been demon- 
strated to respond to hormonal stimuli in 
that both growth and function may be en- 
hanced by a relative preponderance of thy- 
rotropic hormone. stimulation of 
metastatic thyroid cancer is common prac- 
tice in preparing the patient for treatment 
with radioactive iodine by the use of total 
thyroidectomy or antithyroid drugs'*’. The 
converse has also been noted in a patient 
with metastatic thyroid cancer who had 
decrease in the size of pulmonary metas- 
tases following the coincidental development 
of hyperthyroidism‘. 


As has been well demonstrated, the inci- 
dence of cancer in nodular goiters has in- 
creased in some areas of iodine deficiency. 
This is confirming evidence, since the type 
of growth response that produces nodular 
goiter also presumably increases thyrotro- 
pic hormone stimulus. As a corollary, the 
incidence of malignant thyroid neoplasms 
in the same population group fell when this 
growth stimulus was decreased by the addi- 
tion of iodine to the diet''’’. Conversely, 
one might anticipate a lower incidence of 
thyroid cancer in the presence of conditions 
in which the output of thyrotropic hormone 
is decreased or low. This seems to be true. 
Thyroid cancer has never been observed in 
Simmond’s disease'''’ and appears to be 
less frequent in toxic nodular goiter and 
toxic diffuse goiter than in the nontoxic 
nodular goiters'*’. It is becoming apparent 
that thyrotropic hormone is probably not 
increased in toxic goiters, and may well be 
decreased 

These experimental and clinical observa- 
tions of human thyroid cancer support the 
concept that papillary and alveolar adeno- 
carcinoma of the thyroid are not strictly 
autonomous, but depend, at least in part, 
upon their hormonal environment—namely, 
thyrotropic hormone — for development, 
growth, and function. The functional re- 
sponse of this neoplasm is apparently under 
more direct control than is growth alone, 
since, although growth may occur slowly 
and can be modified by thyrotropic hor- 
mone, it is most unusual to have hyperfunc- 
tion as manifested by hyperthyroidism due 
to functioning metastatic cancer''!’. On the 
other hand, functioning adenocarcinoma of 
the thyroid is capable of maintaining an 
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individual in a euthyroid state despite the 
absence of all normal thyroid tissue’. 


Prophylactic Use of Exogenous 
Thyroid Hormone 

This concept, when applied to the prob- 
lem of thyroid cancer, would seem of po- 
tential value both prophylactically and 
therapeutically. If thyrotropic hormone can 
promote the development of human thyroid 
cancer, then a decrease in its output would 
be of prophylactic value in those circum- 
stances in which there is an increased in- 
cidence of thyroid neoplasms. The rela- 
tively high incidence of occult thyroid can- 
cer''® points up the need for avoiding a 
relative preponderance of thyrotropic hor- 
mone and associated growth stimulus to 
either occult carcinoma or any potentially 
malignant cells. This situation would be 
analagous to the production of thyroid can- 
cer in mice with a high tumor strain by the 
introduction of a goitrogen in the diet. 
Without the goitrogen and the associated 
increased thyrotropic hormone levels, the 
development of thyroid cancer is unusual. 
Fortunately, the administration of adequate 
amounts of thyroid hormone inhibits the 
production of thyrotropic hormone by the 


pituitary and disappearance of growth 
stimulus to normal and neoplastic thyroid 
tissue. 

Subtotal thyroidectomy is common sur- 
gical practice in the treatment of nontoxic 


nodular goiters. Thus, in an individual al- 
ready exhibiting evidence of a goitrogenic 
stimulus, the compensating mechanism of 
the nodular goiter is being removed. This 
subjects the remaining thyroid parenchyma 
(which is rarely “normal” thyroid) to per- 
haps an even greater stimulus. Any occult 
carcinoma in the remaining gland or po- 
tentially malignant neoplastic cell would 
now receive its maximal growth stimulus. 
The relative frequency of thyroid cancer 
in thyroid remnants after operations for 
benign nodular goiter''*’ can be accounted 
for on this basis. Particularly in patients 
in this category who have life expectancy 
of 20 years or more, treatment should be 
directed toward inhibiting any stimulation 
of the residual thyroid tissue by thyrotropic 
hormone. 

Somewhat more theoretical but poten- 
tially hazardous would be those situations 
in which anti-thyroid drugs are adminis- 
tered for long periods of time in the con- 
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trol of hyperthyroidism. Since the incidence 
of cancer in toxic goiters appears to be 
fairly low, this danger may not be great. 
However, in children under treatment with 
anti-thyroid drugs for a number of years, 
it would seem wise to avoid such excess 
stimulation of thyrotropic hormone. This 
can be readily accomplished by the adminis- 
tration of thyroid substance while the pa- 
tient is also receiving anti-thyroid drugs. 

A somewhat similar situation exists in 
goitrous cretins and in a few patients with 
nontoxic nodular hyperplastic goiters. In 
these individuals, there is apparently an 
intrinsic defect in the synthesis of thyroid 
hormone, resulting in a compensatory hy- 
perplasia produced by thyrotropic hormone 
in response to a low circulating thyroid 
hormone level. These goiters exhibit a 
varied histologic appearance, including dif- 
fuse epithelial hyperplasia, small follicles, 
and embryonal and colloid adenomas. In- 
vasive cancer has been demonstrated in 
three such individuals‘*”’, and the histologic 
appearance in others is most suggestive. 
Again, it is most important that these pa- 
tients receive adequate amounts of exogen- 
ous thyroid hormone. 


Although the evidence for either external 
irradiation or radioiodine serving as a pro- 
moting factor in the development of thyroid 
cancer is not good at the moment, in many 
instances the development of thyroid can- 
cer in children has been preceded by the 
administration of high voltage roentgen 
treatment''’), The carcinogenic effects of 
x-rays are well known and would seem to 
simulate very closely the role of an initiat- 
ing factor in the experimental animal. Per- 
haps the absence of a growth stimulus 
would inhibit or lower the incidence of sub- 
sequent neoplasia. Should an etiologic re- 
lationship be demonstrated, it would be 
prophylactically expedient to decrease thy- 
rotropic hormone stimulation by adminis- 
tering exogenous thyroid hormone in those 
individuals requiring radiation therapy. 

Radioiodine, although exhibiting no car- 
cinogenic effect in humans, has been fol- 
lowed by thyroid cancer in rats of high 
tumor strain‘'®’. Should any carcinogenic 
effects be proved in the human, they might 
be avoided by the simple expedient of ad- 
ministering exogenous thyroid hormone. 


' 
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Dosage 

When exogenous thyroid hormone is to 
be administered on a prophylactic basis, a 
sufficient amount is required to substitute 
for all endogenous hormone output. In most 
patients this varies between 2 and 3 grains 
of desiccated thyroid daily. This dosage 
will suppress the uptake of radioiodine but 
will not elevate the serum protein-bound 
iodine, and rarely will produce toxic symp- 
toms. Because of its low cost and ease of 
administration, desiccated thyroid would 
seem preferable to other thyroid hormones 
in most instances. The one exception in 
prophylactic use would be when desiring 
more adequate criteria of thyrotropic hor- 
mone suppression. Here triiodothyronine 
would have the advantage over other thy- 
roid hormones of permitting a better quan- 
titative index of thyroid gland inhibition. 


Therapeutic Use of Exogenous Thyroid 
Hormone in Thyroid Cancer 


Perhaps the most promising application 
of this concept of dependency is as an ad- 
junct to the surgical treatment of thyroid 
cancer. It is no substitute for surgical 
excision when the latter is reasonable and 
feasible. Thyroid cancer is primarily a 
surgical problem, and the fact that it re- 
mains dependent for a time does not obviate 
the need for adequate surgical therapy. 
Total thyroidectomy is preferred in the 
treatment of carcinoma of the thyroid since, 
in addition to removing the primary neo- 
plasm, it provides the only means of ex- 
cluding all potenital or multi-focal thyroid 
cancers from subsequent growth stimulus. 
In patients with metastatic involvement of 
lymph nodes, there should be an accom- 
panying neck dissection. Once a total thy- 
roidectomy has been performed, it is man- 
datory that adequate amounts of exogenous 
thyroid hormone be administered to pre- 
clude the development of hypothyroidism. 
For it is in association with hypothyroidism 
that any metastatic or residual tumor re- 
ceives its maximal growth stimulus. 

Although total thyroidectomy is most de- 
sirable, there are some circumstances in 
which “normal” thyroid tissue will be left 
behind in the surgical treatment of car- 
cinoma. Again, it is essential that these 
patients be continued on adequate amounts 
of exogenous thyroid hormone. Any resi- 
dual thyroid carcinoma, whether in inacces- 
sible lymph nodes, lung or remaining thy- 
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roid tissue, would then receive little or no 
pituitary stimulus and conceivably might lie 
dormant for years. 


The role of thyrotropic hormone depres- 
sion by exogenous thyroid hormone in the 
treatment of inoperable, recurrent, or meta- 
static cancer needs further exploration. 
Not only must the dependency of the neo- 
plasm be determined, but criteria for de- 
termining the adequacy of pituitary sup- 
pression must be developed. Our clinical 
experience has been reported in detail else- 
where'*'’. With these methods of adminis- 
tration of exogenous thyroid hormone, 
regression of primary tumor, lymph node, 
pulmonary and bony metastases has been 
observed. At times, this improvement has 
been most striking, with roentgenographic 
disappearance of pulmonary metastases, im- 
provement in ventilatory capacity, and 
regression and reossification of bony metas- 
tases with recovery from paraplegia. Spon- 
taneous regression, on the other hand, has 
not been reported except in a patient with 
coincident hyperthyroidism. 


While both desiccated thyroid and thy- 
roxin have been employed to suppress the 
pituitary, adequate suppression can only be 
inferred from radioiodine uptake and clin- 
ical evidence of hyperthyroidism. The use 
of 1-triiodothyronine for such purposes has 
several advantages over other thyroid hor- 
mones by virtue of the immediacy and 
duration of its action as well as its lack of 
firm binding by serum proteins'?*’. This 
latter biochemical characteristic permits a 
quantitative measurement of endogenous 
thyroid hormone while the patient is being 
maintained on triiodothyronine. With ade- 
quate dosage, the serum, protein - bound 
iodine—presumably the endogenous output 
of thyrotropic hormone—falls progressively 
to hypothyroid ranges. In the administra- 
tion of thyroid hormones, it is probably 
wise to err on the side of overtreatment 
rather than undertreatment. When em- 
ployed therapeutically, from 100 to 390 
meg. of triiodothyronine daily will usually 
achieve satisfactory pituitary depression. 
Four to six grains of desiccated thyroid 
may give a comparable result but is less 
desirable because of the lack of criteria for 
adequate thyrotropic hormone suppression. 
We have seen no evidence that the indi- 
vidual who has undergone total thyroidec- 
tomy is any less tolerant of excessive 
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amounts of thyroid hormone than are those 
with part or all of their normal thyroid 
gland. A tremendous individual variation 
in this regard exists, with some individuals 
exhibiting symptoms of hyperthyroidism on 
slightly more than replacement doses of 
thyroid hormone and others showing no 
evidence of toxicity on four to five times 
the requirements to maintain their euthy- 
roid state. 


Summary 

Although there is yet only suggestive 
evidence that the production of thyroid neo- 
plasms in man follows either the ingestion 
of known goitrogens or a reduction in the 
amount of thyroid tissue either by surgery 
or irradiation, there is considerable support 
for the concept that papillary and alveolar 
thyroid cancer exhibit varying degrees of 
dependency upon thyrotropic hormone for 
both growth and function. This dependent 
status results in a neoplasm characterized 
by early onset but with relatively slow 
growth of both the primary tumor and 
metastases. This has led to the erroneous 
belief that these tumors are relatively be- 
nign and incapable of causing death. These 
tumors however, may become progressively 
autonomous. This developing autonomy may 
reflect some adaptive mechanism on the 
part of the thyroid cell, enabling it to 
survive and grow despite the lack of a 
heretofore essential enzyme system. By 
contrast, poorly differentiated tumors, hav- 
ing no iodine-trapping function, are quite 
independent of thyrotropic hormone, ex- 
hibiting almost complete autonomy and may 
represent neoplasm that has lost its initial 
dependence. 


Although surgical treatment is still the 
primary defense against cancer of the thy- 
roid, recognition of some of the biologic 
peculiarities of thyroid cancer enables one 
to evaluate more intelligently the “lump” 
in the thyroid and to consider the possibil- 
ity of preventing the development of thy- 
roid cancer in susceptible individuals as 
well as providing adjunctive therapy in the 
patient with existent disease. 
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Abstract of Discussion 


Dr. GORDON SINCLAIR, Moderator 


Dr. Sinclair: The first question is addressed to 
Dr. Poteat. “In the classification of multiple and 
solitary adolescent goiter, was the distinction made 
by physical examination or at operation?” 


Dr. Poteat: I think we are often surprised. We 
operate on a patient, thinking that he has a solitary 
tumor, and find multiple tumors or even cysts in 
the thyroid gland. The ideal would be to differenti- 
ate between the two clinically, but this is not al- 
ways possible. 


Question: Since pathologists often disagree con- 
cerning the diagnosis of papillary carcinoma of 
the thyroid, how do you justify radical dissection 
of the neck and roentgen treatment of the thyroid? 

Dr. Harris: When the diagnosis of malignancy 
is in doubt—that is, when two or three patholo- 
gists fail to agree—I think you can afford to be 
conservative. If the lesions are obviously malignant, 
of the undifferentiated type, and show evidence of 
invasion, radical measures are indicated. 


Question: Do you believe that a solitary lesion 
of the thyroid should be treated by lobectomy even 
though the tumor be small and the patient young 
and hyperthyroid? 

Dr. Raiford: It is reassuring, on exploring the 
thyroid, to find that a nodule is a solitary lesion, 
not a systemic process. You remove the lesion: If 
it is malignant, you have done the right thing, 
and if it is benign, you haven’t hurt the patient. 

Dr. Harris: The reported incidence of malignancy 
in solitary nodules or adenomas in young people 
is often as high as 50 per cent. Therefore, when 
you see a lesion in a lobe of the thyroid in a 
young patient, you should remove the entire lobe 
for histologic examination. As Dr. Raiford said, 
you will be glad that you did if the lesion proves 
to be malignant. If it isn’t malignant, the patient 
can certainly get along with the other lobe. 

Dr. Raiford: One more point: If any of you has 
ever had to perform a second operation a week 
or ten days, or even three or four days, later, you 
know that the problem is more difficult. The best 
time to perform a lobectomy is at the first opera- 
tion, and if you take extra care not to injure any- 
thing else, I can’t see how you have hurt the 
patient. 

Question: Suppose you have just performed a 
lobectomy and a dissection of the neck on the cor- 
responding side. The diagnosis is small round car- 
cinoma, What other therapy should be carried out? 

Dr. Thomas: You have done about as much as 
you can. Most of these tumors are not dependent 
on T.S.H. and do not respond to thyroid hormonal 
treatment. I would continue to give the patient 
thyroid hormone and at the same time probably 
administer external radiation, 


Dr. Sinclair: A few months ago I did a rather 
extensive subtotal thyroidectomy, removing a large 
portion of the gland. The diagnosis proved to be 
papillary carcinoma. The question is whether the 
patient should have had a bilateral neck dissection, 
tracheotomy, and so forth. I would like to hear the 
panel’s opinion, 


Dr. Harris: That depends on whether you come 
from Boston or Cleveland. 


Dr. Poteat: It seems to me that your attitude 
would be the same in this case as toward a patient 
having carcinoma of the breast, with axillary and 
mammary gland involvement. You are whipped to 
start with, and the best you can hope is to make 
the patient as comfortable as possible. 


Dr. Harris: The first case of malignancy I had 
after the war was in a young married woman of 
22. She had papillary carcinoma of the thyroid, 
involving both lobes. It was impossible to remove 
all the growth, but I removed as much as I could. 
There was some left. The patient received x-ray 
therapy. That was 10 years ago. She was in the 
office the other day and showed no evidence of 
recurrence. 


Dr. Fred Trotter (Hendersonville): I would like 
to ask the opinion of this group about the diagnos- 
tic advantage, if any, of using a pinpoint scintilla- 
tor to pick up nodules in the neck. Is it possible 
to differentiate the carcinomatous growth with this 
instrument before doing a biopsy? Any salesman 
will tell you it is, and a few centers have been 
using it with some success. 


Dr. Thomas: I believe that most surgeons have 
been quite disappointed with the scintillator. We 
don’t have one. 


Dr. Sinclair: Dr. Morehead is in the room. We’d 
like to have his opinion on the question of frozen 
sections. 


Dr. Robert Morehead (Winston-Salem): I hate 
not to defend my own specialty, but I frankly 
think that all incapsulated tumors are either 
frankly benign or intermediate. The treatment, in 
my opinion, is the same in either case: either 
excise the nodule with a surrounding margin of 
tissue, or perform a lobectomy on the correspond- 
ing side. The obvious carcinomas of the poorly 
differentiated type, the so-called anaplastic tumors, 
can be determined by frozen section. Frankly I 
would favor this method only in a poorly differen- 
tiated malignant tumor to confirm your own opin- 
ion. In the case of papillary and follicular tumors, 
the results would be misleading, because, after all, 
only two or three areas are frozen, and the capsu- 
lar or papillary invasion may be elsewhere. Also, 
in frozen sections, as soon as the ice melts, there 
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is nothing to hold the tumor cells in the vessels, 
so that they fall out. I think, therefore, that the 
method is unreliable, and I would use it only to 
confirm the clinical diagnosis of carcinoma. 

Dr. John McCain: These studies relating to 
single versus multiple nodules which have been 
cited sound very nice, but clinically the decision is 
quite difficult to make. In fact, you fail to dif- 
ferentiate single from multiple nodules in about 
50 per cent of the cases. Perhaps this problem re- 
flects my own poor clinical acumen, but hardly a 
week passes that I don’t have a case of thyroid 
enlargement. With no sure way of distinguishing 
between single and multiple nodules, I often wonder 
whether to operate or not. The studies cited are of 
cases that have been referred to surgeons and the 
operation has been performed. Are there any studies 
of goiters that have been followed by an internist 
over a period of 30 or 40 years? That is, is an 
operation necessary in every case? 

Dr. Poteat: I personally believe that if there is 
any question of a nodule, it should be explored. 

Dr. Raiford: I recently read a paper by a New 
England pathologist who claimed that 50 per cent 
of the population have a thyroid nodule or tumor, 
most of which are not discovered until autopsy. 
The percentage of malignancy in these nodules is 
about the same as in the clinically palpable nodules. 
He concluded, therefore, that since this vast num- 
ber of people have harbored malignant nodules 
which were found only at autopsy, it isn’t neces- 
sary to remove them in every case. I can’t say 
that I agree. 

Dr. Harris: Let me repeat a statement that both 
Dr. Poteat and I made in our papers. I believe 
that you should regard a nodule or swelling of the 
thyroid gland exactly as you would an abnormal 
swelling of the breast. When in doubt, remove 
the tumor and examine the tissue to find out what 
you are dealing with. 

Dr. Sinclair: I think our panel is generally agreed 
on that. 

Question: What about the status of x-ray the- 
rapy in regard to the thyroid. 

Dr. Thomas: I consider it useful as adjunctive 
therapy of undifferentiated neoplasms. 

Dr. Paschal: Please discuss the patient with a 
large obstruction of the thyroid who is having 
difficulty in breathing and hoarseness and in whom 
the diagnosis of Hashimoto’s disease has _ been 
established. 

Dr. Raiford: I assume that you are not dealing 
with a physiologic disturbance. When confronted 
with a well established case of Hashimoto’s disease 
which does not respond to accepted therapy and 
continues to present symptoms of obstruction, you 
can do one thing: remove the goiter. 

Dr. Harris: I have observed that in our locality 
patients with Hashimoto’s disease fail to have the 
hyperthoroidism that everyone writes about. I have 
met with about a dozen cases, and in one such as 
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Dr. Paschal describes I would remove the isthmus. 
The patient is made more confortable, and you 
can be certain of your diagnosis. After following 
for eight or ten years the patients mentioned, I 
have only one of the 12 who has taken thyroid 
extract. The others are normal. That experience 
is contrary to what I have re: bout the sub- 
ject, but it is true nonetheless. \\ hether it will 
be borne out in the future, I do not know. 

Dr. Thomas: Wouldn’t you be suspicious of 
hoarseness associated with thyroiditis? 

Dr. Harris: I would. 

Dr. McCrary: Does the duration and rate of en- 
largement of a nodule influence your decision about 
management? I am certain that in a number of 
instances cysts hemorrhage into adenomas and 
are responsible for the enlargement; but does a 
history of rather rapid enlargement change the 
picture ? 

Dr. Poteat: Not as far as I am concerned. | 
remove all nodules, unequivocally. 

Dr. Sinclair: I once got ready to remove a nodule 
from a patient, but was unable to get a hospital 
room. By the time we were able to proceed with 
the operation, the nodule was nowhere to be found. 
Apparently the hemorrhage had been absorbed. 

Dr. Herring: I’d like to ask about the elderly 
woman with a big nodular goiter that she has had 
for 30 years. Whatever you say, she won’t have 
it out, but would you urge her? 

Dr. Harris: I would encourage her to have it out, 
because the history of many of these patients 
shows that they are more likely to have cardiac 
failure than those who have had the goiter re- 
moved. The untreated patients also have a higher 
incidence of hypertension. In this day of improved 
techniques, why endure a big, unsightly goiter? 
The cosmetic considerations alone justify removal. 

Dr. Poteat: Isn’t the incidence of hyperthyroidism 
in these patients considerably higher than in those 
without goiters ? 

Dr. Harris: Definitely so. I can’t quote the sta- 
tistics now, but two or three authors who have 
reviewed cases of goiter, both solitary and mul- 
tiple, found that the incidence of hyperthyroidism 
is greater than in the general public. 

Dr. Thomas: I am not quite as firmly convinced 
as are my colleagues that the incidence of hyper- 
thyroidism is higher patients with goiter. Most 
of the reviews were conducted years ago, when the 
criteria for hyperthyroidism were less_ specific 
than those of today. 

Dr. Raiford: Last year I had as a patient an 
elderly lady with quite a sizable goiter, who had 
been having a little difficulty in swallowing and 
breathing for 10 years. In accord with my teaching 
and practice, I said, “Let’s get it out.” She looked 
me straight in eye and said, “Doctor, if you were 
going to be 90 years old next week and had a goiter 
like mine, would you have it out?” Frankly, | 
wouldn’t. 
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The Use of Diamox in Obstetrics and Gynecology 
JOHN R. ASHE, JR., M.D. 


and 


JOHN V. AREY, M.D. 


CONCORD 


Retention of fluid in the extra-cellular 
compartment of the body occurs in two 
syndromes of major interest to the obstet- 
rician and gynecologist—namely, toxemia 
of pregnancy and premenstrual tension. 
The continued search for an effective and 
safe oral diuretic, therefore, becomes of in- 
terest to this profession. Diuresis can be 
produced by a wide variety of substances, 
some physiologic, some irritative, and some 
osmotic in nature. This reports concerns 
the use of acetazolamide (Diamox), a 
carbonic anhydrase inhibitor, as an oral 
diuretic. 

Diamox, 2-acetyl-amino-1,3,4-thiadiazole- 
5-sulfonamide (acetazolamide), was discov- 
ered by Roblin and his colleagues in 1950‘'? 
and found to be a potent carbonic anhy- 
drase inhibitor related to sulfanilamide‘?. 
The pharmacology has been amply de- 
scribed by Maren‘. 


Carbonic anhydrase accelerates the con- 
version of carbon dioxide and water to 
carbonic acid in the renal tubule cells (CO.+ 
H.O+—H.CO,), thus producing acidification 


of the urine’. Ionization of carbonic acid 
in the renal tubular cells furnishes hydro- 
gen and bicarbonate ions (H.CO;~- H+ 
HCO,). This is indirectly dependent upon 
carbonic anhydrase. The hydrogen ions 
replace sodium in the buffers of the glomer- 
ular filtrate (disodium phosphate Na, 
HPO,~sodium acid phosphate NaH.PO, 
and sodium bicarbonate NaHCO,>carbonic 
acid H.CO,), thus conserving sodium. The 
formation of ammonia is dependent upon 
hydrogen ions, and thus conserves the base 
by buffering nonvolatile strong acids‘*’. 


Diuretic Action 

Diamox inhibits carbonic anhydrase ac- 
tivity, leading to a decrease in the produc- 
tion of hydrogen ions in the renal tubular 
cells. Therefore, there is a deficiency of 
hydrogen ions, and the sodium ions of the 
buffers in the glomerular filtrate are ex- 
creted in the urine. Filtered bicarbonate 
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ion, no longer converted to carbonic acid, is 
excreted in the urine as sodium bicarbon- 
ate. The formation and excretion of am- 
monia is also decreased. The urine becomes 
alkaline. Potassium ions are also excreted 
in large quantities‘). Berliner’ attrib- 
uted this to the fact that potassium ions 
compete with hydrogen ions for excretion 
in the renal tubules. When hydrogen ion 
concentration is decreased by Diamox, the 
excretion of potassium ions becomes unin- 
hibited. Thus there is a copious diuresis 
of sodium, potassium, bicarbonate, and wa- 
ter occurring in the 6 to 12 hour period 
following the administration of Diamox‘*?. 
After oral ingestion enzyme activity is re- 
sumed in 6 to 12 hours, with retention of 
of sodium, potassium and bicarbonate, and 
the titratable acid and secretion of am- 
monia increase above pretreatment levels. 
The urine becomes acid again. 


An interval of 24 to 48 hours is neces- 
sary for regeneration of blood bicarbonate. 
When 250 mg. of Diamox is administered 
at this interval, there is a sodium and 
potassium diuresis following each dose, but 
at a lower level than on the first day. Con- 
tinuous, around-the-clock administration or 
the administration of large doses will pro- 
duce hyperchloremic acidosis, with a de- 
crease in blood pH, and serum carbon di- 
oxide, and an increase in plasma chloride’. 
No abnormal reactions result from this 
metabolic acidosis. There may be a tran- 
sient decrease in serum potassium'*’. When 
Diamox is administered in dosages of 250 
mg. every 24 to 48 hours, no clinical evi- 
dence of electrolyte imbalance will be dem- 
onstrable. The edematous patient loses 
sodium until dry weight is attained. 
Thereafter, weight gain may be prevented 
by continuing the original dosage‘). When 
the drug is discontinued, a rebound pheno- 
menon, with retention of sodium and wa- 
ter, will occur. 


Side Effects 
In the recommended dosage of 250 mg., 
side effects are rare. Paresthesia has been 


64 
| 
| 
a 
\ 


February, 1958 


the most frequently reported side ef- 
fect’®!", It consists of numbness or ting- 
ling of the face or extremities, beginning 
30 minutes to one hour after administra- 


tion and lasting about six to eight hours. 
Drowsiness, fatigue, excitement, gastroin- 
testinal upsets, and polydypsia rarely oc- 
cur"), Disorientation and irrational be- 
havior have been noted in patients with 
hepatic cirrhosis who received Diamox''”?. 
Since acidosis is an expected effect, the 
drug should not be given to patients with 
idiopathic renal hyperchloremic acidosis. 
Since excessive excretion of potassium oc- 
curs, Diamox is contraindicated in condi- 
tions with a known depletion of sodium and 
potassium ions (Addison’s disease and ad- 
renal failure)’. A febrile reaction has 
been reported, and typical sulfonamide skin 
rashes have occurred in 2 patients‘'*’. Two 
cases of agranulocytosis, one being fatal, 
have been reported‘'*). Thrombocytopenic 
has been reported in one patient''®’. There- 
fore, careful observation for bone marrow 
depression should be made during the ad- 
ministration of the drug. One patient has 
been reported with renal lesions resembling 
the nephrotoxic and hypersensitive type 
seen with sulfonamides''® Calculus form- 
ation with ureteral colic has been noted in 
3 patients''”). This complication was pre- 
sumed to be secondary to the suppression 
of production of citrate followed by the 
precipitation of calcium phosphate and 
formation of calculi. 


Premenstrual Tension 


The syndrome of menstrual molimina 
occurs in greater or lesser degrees in many 
women of the menstrual age group. It is, 
therefore, a matter of considerable impor- 
tance from both a medical and a socioeco- 
nomical standpoint. It usually begins from 
four to ten days prior to the onset of cyclic 
menstruation, and may be characterized by 
abdominal bloating, headache, nervousness, 
mastalgia, edema, moodiness, depression, 
irritability, emotional instability, insomnia, 
antisocial behavior, nausea, urticaria, derm- 
atoses, or psychosexual disturbances. Bick- 
ers summarized these symptoms aptly: “the 
bleeding phase of the menstrual cycle 


rarely appears unannounced.” 
The etiology of this syndrome is still a 


mystery. 
with ovulatory menstruation. 


It has been proved to occur only 
The follow- 
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theories have been postulated: 


1. Deficiency of vitamin B complex 

2. Increased estrogen activity 

3. Decreased progesterone activity 

4. Autonomic nervous system imbalance 

5. Menstrual toxins 

6. Hypoglycemia 

7. Allergic reactions to ovarian hormones 

8. Increase in anti-diuretic hormone. 
Treatment 


Numerous modes of treatment, based on 
the above theories, have been devised. Vita- 
min therapy has been of little avail. Hor- 
monal therapy with estrogens, progesterone, 
and testosterone has been effective in some 
patients. Autonomic depressants, such as 
Bellergal, and anticholinergic drugs have 
been employed with good results. Anti- 
anti-cholinergic drugs such as_ reserpine 
have been effective. Morton’s regimen, 
based on the theory of hypoglycemia, con- 
sists of supplementary feedings, high in 
protein and low in salt, and supplementary 
medication (Pre-Mens) consisting of am- 
monium chloride, homatropine methylbro- 
mide, and vitamin B complex. 

Fluid and electrolyte retention probably 
have something to do with the development 
of the symptoms. This may be due to salt 
retention from hormones, the presence of 
menstrual toxins, or an increase in the anti- 
diuretic hormone. Diuretics have, there- 
fore, been employed. Greenblatt''*’ recent- 
ly reported on the use of Diamox with good 
results. We have found it to be most ef- 
fective in patients who gain weight and 
show evidence of edema during the week 
prior to the onset of menstruation. The 
usual dosage is one 250 mg. tablet daily for 
7 to 10 days prior to the onset of menstrua- 
tion. The addition of 0.25 mg. of reserpine 
twice daily produced more effective relief 
of tension-anxiety symptoms. Daily weigh- 
ing of the patients revealed an appreciable 
loss of weight after the first 24 to 48 hours 
of treatment. In many instances there was 
complete relief of all symptoms. An inter- 
esting finding in some patients was an ab- 
sence of their usual dysmenorrhea. 


Toxemia of Pregnancy 
Toxemia is a generalized vascular disease 
of undetermined etiology peculiar to late 
pregnancy, marked by vasoconstriction and 
retention of salt and water. Excessive, 
rapid weight gain in late pregnancy is an 
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early sign. Patients with threshold tox- 
emia may manifest hypertension, albumi- 
nuria, and edema following ingestion of 
salt, and may show remission with salt 
restriction. Sub-threshold water retention 
occurs in late uncomplicated pregnancy, 
and may be detected prior to the develop- 
ment of toxemia‘'®). This has been attrib- 
uted to the sodium retaining action of the 
mineralo-corticoids of the adrenal cortex, 
which have been found to be elevated in pa- 
tients with toxemia‘*’’. Assay of human 
placental blood fraction and a blood frac- 
tion derived from the intervillous space 
showed striking adrenocorticotropic activ- 
ity, indicating that the chorionic villi may 
be the site of production of an ACTH-like 
substance*)). Therefore, the sudden weight 
gain in late pregnancy is caused by an in- 
creased sodium-retaining factor and is an 
important phase in the development of 
toxemia of pregnancy. 


Treatment with Diamox 


The treatment of toxemia must be di- 
rected toward the amelioration of vasocon- 
striction and the correction of the abnormal 
water-electrolyte balance. A number of 
hypotensive agents have been used to com- 
bat generalized vasoconstriction. Correction 
of the abnormal water-electrolyte balance 
in the pre-toxemic phase is the most logical 
approach at the present time. This may 
prevent the development, or lessen the 
severity, of true toxemia. Control of weight 
gain and edema may be accomplished by 
restriction of dietary sodium or employ- 
ment of diuretic agents. 

Ashe, Carter, Thomas, and Kerr‘**’ ad- 
ministered Diamox to 100 pregnant pa- 
tients because of excessive weight gain in 
36, pre-eclampsia in 49, hypertension in 13, 
and edema in 2. The fetal mortality rate 
was 3.06 per cent. Sixty-seven mothers had 
a good response, 24 had an average re- 
sponse, and 9 showed little or no reaction to 
therapy. No severe side effects were noted, 
and it was concluded that Diamox was an 
effective and innoxious diuretic drug of 
value in the treatment of pre-eclampsia, 
edema, and excessive weight gain due to 
water retention. In 32 patients with mild 
pre-eclampsia, all signs and symptoms dis- 
appeared. Twenty patients with excessive 
weight gain, who had responded adequately 
to Diamox, had a return of weight gain 
and/or edema when the drug was discon- 


NORTH CAROLINA MEDICAL JOURNAL 


February, 1958 


tinued. Four of these patients developed 
pre-eclampsia. This indicated the neces- 
sity of continuing therapy until delivery. 
The dosage employed was 250 mg. daily for 
five days, then no drug for two days. This 
schedule was continued until delivery. 


Gross and employed Diamox 
as an adjunct to a 1,200 calorie low-salt diet 
in 94 patients with excessive weight gain 
and edema associated with pregnancy. The 
incidence of toxemia was 33 per cent. Con- 
tinuous therapy, employing 250 mg. daily, 
was carried out in 55 patients to prevent 
development of the rebound phenomenon. 
In 39 patients the Diamox was interrupted 
for various reasons, and 33 (84.6 per cent) 
gained weight after stopping the drug. 
Diet alone failed to prevent weight gain in 
87 per cent. Of the patients on Diamox, 
81.9 per cent lost weight in the first week, 
and 76.6 per cent maintained this weight 
loss. There was a significant decrease or 
disappearance of edema in 60.5 per cent. 
Nineteen (20.2 per cent) complained of 
side effects, with parethesia in 14, head- 
aches in 4, dizziness in 2, thirst in 1, and 
nausea in 1. Restriction of food and salt 
intake, in conjunction with Diamox, pro- 
duced the best results. Of 37 patients on 
Diamox and no diet restrictions, 20 (54 per 
cent) continued to gain weight, 11 (29.7 
per cent) developed toxemia, 9 with pre- 
eclampsia and 2 with pre-eclampsia super- 
imposed on chronic hypertension. Of 57 
patients adhering to diet, only 2 (3.5 per 
cent) continued to gain weight and 20 (35 
per cent) had toxemia, 8 having pre- 
eclampsia and 12 pre-existing chronic hy- 
pertension. There were 97 deliveries with 
2 fetal deaths (one tight cord around the 
neck and one breech with prolapse of the 
cord). 


Caldwell'**’ compared Diamox with am- 
monium chloride and low-salt diet and 
found it to be most effective in control of 
excessive weight gain and edema in late 
pregnancy. 

Riva‘**) treated 147 patients having mild 
or moderate pre-eclampsia with bed rest 
alone in 45, ammonium chloride in 42, and 
Diamox in 60. He placed all patients on 
bed rest, a 1,000-calorie, 200 mg. sodium, 
high-protein diet, and 0.03 Gm. phenobarbi- 
tal four times daily. The best results oc- 
curred with Diamox. Several] patients noted 
paresthesia, and one patient, with a history 


i 
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of sensitivity to sulfadiazine, had hema- 
turia. 


Conclusions 


Diamox has been found to be useful in 
the treatment of premenstrual tension, pre- 
eclampsia, edema, and excessive weight 
gain due to fluid retention. The develop- 
ment of metabolic acidosis leads to some 
refractoriness to Diamox, so that intermit- 
tent therapy becomes necessary. The dos- 
age employed in premenstrual tension is 
one 250 mg. tablet daily for 7 to 10 days 
prior to the onset of menstruation. Reser- 
pine, 0.25 mg. given twice daily, increased 
the effectiveness in patients with severe 
tension anxiety symptoms. The dosage em- 
ployed in pre-eclampsia, excessive weight 
gain, and edema of pregnancy was one 250 
mg. tablet daily for five days, no drug for 
two days. This schedule should be con- 
tinued until delivery. In the recommended 
dosage of 250 mg., such side effects as par- 
esthesia, drowsiness, fatigue, and gastroin- 
testinal disturbances may occur, but are 
mild in most patients. 

Diamox is contraindicated in cirrhosis, 
idiopathic renal hyperchloremic acidosis, 
Addison’s disease, and adrena| failure. 
Since it is a sulfonamide, rare sulfa reac- 
tions such as fever, hematuria, and skin 
eruptions may occur. In view of recent 
reports of agranulocytosis in 2 patients and 
thrombocytopenia in 1, observations for 
bone marrow depression must be made dur- 
ing administration of the drug. 


Summary 


1. A review of the literature on the use 
of Diamox in gynecology and obstetrics has 
been presented. 

2. Diamox has been found to be a mod- 
erately effective diuretic. It is useful in the 
management of premenstrual tension, tox- 
emia of pregnancy, edema of pregnancy, 
and excessive weight gain during preg- 
nancy. 

3. Mild side effects such as paresthesia, 
drowsiness, fatigue, and nausea may occur. 

4. Severe side effects such as agranulocy- 
tosis and thrombocytopenia have been re- 
ported in only 3 patients. 
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Considerations in the Diagnosis of Hirsutism 
HARRY T. MCPHERSON, M.D. 
DURHAM 


Hirsutism in the adult female is one of 
the most frequently encountered problems 
in clinical endocrinology. While it may be 
a heralding sign of endocrine disease of the 
pituitary, ovary or adrenal cortex, hyper- 
trichosis is far more commonly a_ benign 
disorder of undetermined etiology, often 
termed “idiopathic” or “essential” hirsut- 
ism. In each of these disorders hypertrich- 
osis of the face, chest, and extremities and 
an android pattern of pubic hair are com- 
monly found, but when hirsutism is asso- 
ciated with other signs of excessive 
androgen production, collectively termed 
“virilism,” its endocrinologic significance is 
more readily apparent. However, disregard- 
ing etiology, the unsightly appearance of 
hirsutism, often necessitating shaving, ex- 
erts profound psychologic effects on the 
woman patient, and may lead to serious 
anxiety, depression, or sexual maladjust- 
ment. Although the bedside diagnosis of 
the etiology of hirsutism is often difficult, 
the recent dramatic advances in the under- 
standing of steroid metabolism have yielded 
new methods for studying these patients 
and made diagnosis easier, safer, and more 
accurate. 

Eighteen months ago the Division of En- 
docrinology at Duke Hospital was expanded 
to include staff members of the Departments 
of Obstetrics and Gynecology, Internal Med- 
icine, and Pediatrics. During this period 
we have studied 76 women with hirsutism, 
the majority of whom were seen by several 
members of the combined staff. The pres- 
ent report concerns our joint experiences 
with these patients and affords an oppor- 
tunity to review the important diagnostic 
considerations. The latter are briefly pre- 
sented in table 1 together with the distribu- 
tion by diagnosis of the 76 subjects. 


From the Department of Medicine, Division of Endocrinol- 
ogy, Duke Hospital, Durham, 


Table 1 
Etiologic Classification of Hirsutism 
(Distribution of 76 Recently Studied Patients) 
I. Iatrogenic 
II. Ovarian Diseases 
A. Stein-Leventhal Syndrome 
B. Hilus-cell Hyperplasia 
C. Tumors (hilus-cell, 
arrhenoblastoma, etc.) 


III. Adrenal Diseases 

A. Cushing’s Syndrome 

B. Virilizing Adrenocortical Hyperplasia 
1. Congenital 
2. Post-natal 

C. Virilizing Adrenocortical Tumors 
1. Adenoma 
2. Carcinoma 


IV. Pituitary Diseases 


A. Cushing’s Syndrome 
B. Acromegaly 


V. Idiopathic Hirsutism 


Total 


Iatrogenic Hirsutism 


A careful history may yield the most im- 
portant clue to the diagnosis of hirsutism. 
A common omission is the direct question- 
ing of the patient regarding previous 
androgen therapy. Hirsutism may also oc- 
cur as an uncommon side effect of Dilantin 
therapy for epilepsy’). Prior testosterone 
therapy was responsible for hirsutism in 4 
of our patients, and in each instance it had 
been injudiciously administered for dysmen- 
orrhea, weakness, or menorrhagia. Addi- 
tional virilization with deepening of the 
vocal pitch and clitoridal hypertrophy was 
present in 2 of the patients. As anticipated, 
urinary steroid analyses were normal in 
these patients. 


Hirsutism of Adrenocortical Origin 


The adrenal cortex produces several types 
of steroid hormones of which the glucocorti- 
coids (hydrocortisone predominating) and 
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Table 2 


Urinary Steroid Excretion Rates in Normal Subjects and 31 Patients with Idiopathic Hirsutism; 
Similar Studies in Six Patients with Cushing’s Syndrome 


17-Hydroxycorticoids 17-Ketosteroids 


Subjects mg./24 hrs. mg./24 hrs. Adrenal 
(Female) Control ACTH Difference Control ACTH Difference Pathology 
Normal subjects 
Mean 5.68 18.74 13.06 7.48 14.08 6.60 
Standard deviation 2.32 5.81 5.74 2.92 5.11 4.00 
Standard error 0.44 1.10 1.08 0.54 0.95 0.74 
Range 1.3-12.0 1.7-24 3.3-14.4 0.2-15.8 
Idiopathic 
hirsutism 
Mean 6.60 24.10 17.50 13.40 23.80 10.40 
Standard deviation 2.66 8.83 8.15 5.39 10.63 4.80 
Standard error 0.48 1.61 1.49 0.98 9.94 0.88 
Range 1-12.1 2.6-36. 6.9-34.4 0-28.7 
p+ >0.5 <0.01 <0.02 <0.01 <0.01 <0.01 
Cushing’s syndrome 
C.Me. 42.0 60.0 18. 25.0 40.0 15.0 Hyperplasia 
A.D. 9.5 82.3+ 72. 10.4 43.2+ 32.8 Adenoma 
R.B. 22.7 59.5 Hyperplasia 
Ry.B. 18.6 52.2 33. 34.5 73.5 39.0 Hyperplasia 
S.C. 22.6 46.4 23. 24.7 38.1 13.4 Hyperplasia 
V.K. 12.5 $1.2 18, 4.3 6.9 2.6 ? 


*Statistical comparison with normal subject 
+See discussion in text. 


androgens are of primary concern in the 
pathogenesis of hirsutism. End products 
of hydrocortisone may be determined in the 
urine as 17-hydroxycorticoids (17-OHCS), 
measured in our laboratory by a modifica- 
tion of the method of Reddy, Jenkins, and 
Thorn’, The androgenic end products are 
easily determined as 17-ketosteroids (17- 
KS), for which we have used the method of 
Drekter and colleagues“). In the normal 
subject an eight-hour intravenous infusion 
of 25 units of ACTH results in prompt rises 
in both urinary 17-OHCS and 17-KS, the 
increment of the former being greater. Our 
normal values for these determinations are 
noted in table 2. 


Cushing’s syndrome 

Cushing’s syndrome, in which hirsutism 
is frequent, is due essentially to the action 
of excessive adrenocortical glucocorticoids, 
and is usually easily recognized by its char- 
acteristic clinical features of truncal obesity 
with moon facies, purplish dermal striae, 
hypertension, and impaired glucose toler- 
ance. The most common cause of this syn- 
drome today is iatrogenic, occasioned by the 
use of cortisone and its derivatives in 
pharmacologic doses in a wide variety of 
diseases. However, spontaneous Cushing’s 


syndrome is by no means rare, 6 cases hav- 
ing been studied recently in our clinic. 
The spontaneous disease may arise from 


either adrenocortical hyperplasia, adenoma, 
or carcinoma, and herein lies the differen- 
tial diagnostic problem, since the therapy 
of the three conditions differs considerably. 
In the former, bilateral adrenalectomy is 
recommended, whereas resection of the tu- 
mor is necessary in the latter. In each of 
these disease processes elevated basal urin- 
ary 17-OHCS and 17-KS are the rule; how- 
ever, marked daily variations with occa- 
sional dips to normal levels in patients with 
tumors have been well documented by Birke 
and associates'*). More diagnostic informa- 
tion is obtained by studying the steroid 
response to ACTH administration, for there 
is an immediate rise in urinary 17-OHCS 
far exceeding the normal in all patients 
with hyperplasia and in half of those with 
adenoma. The remaining adenomas and 
most carcinomas have been unresponsive to 
ACTH, indicating autonomy of the neo- 
plasm. The steroid data in our patients are 
recorded in table 2. Four of the 5 proven 
cases were due to bilateral adrenocortical 
hyperplasia, and in the 3 so tested a typical 
ACTH response was noted. The patient with 
an adenoma (A.D.) likewise showed what 
outwardly appears to have been a positive 
ACTH response; however, some observers 
have considered this an instance of the 
dramatic daily variation in steroid excretion 
referred to above. Steroid studies in the 


—— 
| 
} 
} 
H 


70 NORTH CAROLINA MEDICAL JOURNAL 


sixth patient (V.K.) have repeatedly been 
nondiagnostic, but she presents a striking 
clinical picture of Cushing’s syndrome and 
is being carefully observed. 

Considerable additional assistance in diag- 
nosis may be obtained by roentgenologic ex- 
amination. The displacement of a kidney 
visualized by intravenous pyelography or 
the demonstration of a suprarenal mass by 
tomograms or presacral air insufflation sug- 
gests an adrenal tumor. The latter proce- 
dure is infrequently used in our clinic, since 
it is attended by the serious risk of air em- 
bolism, and in our experience diagnostic 
errors are frequent. Although rare, the 
adenoma in patient A. D. was correctly 
localized by finding a calcific mass in the 
left suprarenal area. When both steroid and 
x-ray studies are inconclusive as to the type 
and location of the lesion, adrenal explora- 
tion must be performed and therapy de- 
termined by the operative findings. 


Adrenocortical hyperplasia and tumor 

Hirsutism, when accompanied by virilism, 
is most often due to adrenocortical hyper- 
plasia or tumor. The differentiation of these 
two conditions has become vitally impor- 
tant, since excellent, specific therapy is now 
available for each. Both disorders are char- 
acterized by an increased production of 
adrenal androgenic steroids and elevated 
urinary 17-KS, and consequently, varying 
degrees of masculinization and abnormali- 
ties of menstruation are usual. 

Virilizing adrenocortical hyperplasia more 
commonly is congenital, but it may develop 
post-natally. The former type, often called 
female pseudohermaphroditism, is readily 
recognized by the findings of virilism, a 
phallus-like clitoris, fused labial folds, and 
a urogenital sinus, creating the dilemma of 
intersexuality. The female gender of the 
patient may be established by examining 
the “sex chromatin pattern” of a buccal 
mucosal smear or skin biopsy”). On the 
other hand, in both post-natal hyperplasia 
and adrenal tumor, whether benign or ma- 
lignant, the clinical picture is that of hirsut- 
ism and virilism in an embryologically well 
established female, and their differentiation 
is not possible without laboratory aids. 

In recent years the pathogenesis of the 
congenital syndrome, and presumably the 
post-natal type, has been clearly defined as an 
adrenal enzymatic defect in hydrocortisone 
synthesis, particularly involving 11 beta or 
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21 hydroxylases. The enzymes for adrenal 
androgen production remain intact, and it is 
currently felt that the hydrocortisone defi- 
ciency stimulates excessive elaboration of 
pituitary ACTH, which, in its unsuccessful 
attempt to restore hydrocortisone blood 
levels, accelerates adrenal androgen produc- 
tion instead‘®), With this knowledge it is 
no longer surprising that the syndrome is 
rather frequently associated with the clini- 
cal features of Addison’s disease—namely, 
hydrocortisone deficiency'®’. More rarely, 
hypertension is a complication in those with 
11 beta hydroxylase deficiency'’’. On the 
basis of these findings, a simple test has been 
devised for differentiating hyperplasia from 
tumor. While elevated 17-KS are found in 
both disorders, and are often considerably 
higher in those with tumors, the adminis- 
tration of oral cortisone or intravenous hy- 
drocortisone results in a dramatic fall of 
the 17-KS to normal] levels in those with 
hyperplasia‘*®’. On the other hand, tumors 
are unresponsive to cortisone therapy. In 
our series 3 patients had congenital] viriliz- 
ing adrenocortical hyperplasia with elevated 
urinary 17-KS of 40, 43 and 47 mg. per 24 
hours respectively ; in each case these fell to 
normal levels during cortisone therapy. This 
has in turn led to specific therapy for this 
disease, for continued cortisone administra- 
tion, in divided doses of 37.5 to 50 mg. daily, 
has arrested the virilization and allowed 
growth of breast tissue and return of 
menses. By contrast, in our 2 patients with 
adrenocortical adenomas, much higher basal 
17-KS, 204 and 240 mg. per 24 hours, were 
found, and cortisone was without effect. The 
tumors were resected in each, with slow, but 
gratifying improvement in virilization. Al- 
though not helpful in our patients, roent- 
genologic techniques for the diagnosis of 
tumor, as discussed earlier, should be inves- 
tigated further. Finally, urinary pregna- 
netriol levels are characteristically elevated 
in patients with hyperplasia‘*’. 


Ovarian Diseases 


Among the rarer causes of hirsutism, 
with or without virilism, are hyperplasia of 
ovarian hilus cells and ovarian tumors. 
These androgen- producing tumors have 
varied in histologic cell type and interpre- 
tation; however, the more commonly desig- 
nated ones are hilus cell tumors and ar- 
rhenoblastomas. Points suggesting the diag- 
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ADVERTISEMENTS 


Pure science can never take the place of trust in the personal physician 


They want their own doctor 
thats why they chose Blue Shield 


With adults as well as children, first-rate 
care depends on something besides the doc- 
tor’s technical knowledge and skill. 

Equally important are the doctor’s under- 
standing of the patient built up through the 
years—the patient’s confidence resulting 
from the many times in the past that all has 
been set right—the patient’s freedom to de- 
scribe symptoms without inhibition. 

More and more Americans are coming to 
realize the value of the personal physician. 
Thanks to Blue Shield, millions can now 
conveniently afford an essential privilege— 
the right to choose their own doctor. 

North Carolina’s Blue Shield Plan has the 


support of 1,500 Participating Physicians 
because it provides a not-for-profit, com- 
munity-wide service. HOSPITAL SAVING 
ASSOCIATION ... 


e Enrolls groups as small as five — not just large, 
“select risk”’ groups. 
e Enrolls individuals under 65 not eligible for 
group membership. 
e Has never cancelled because of age, retirement, 
or unemployment. 
e Has never cancelled because a subscriber has 
had to use his coverage often. 
Many of your patients have Blue Shield. 
Many more need it. Most of them can afford 
Blue Shield’s low subscription charges. 
You'll be doing them—and yourself—a fa- 
vor when you recommend Blue Shield. 


Hospital Saving Association 
North Carolina’s Blue Shield® 


Chapel Hill 


North Carolina 
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New rapid-acting ACHROMYCIN V Capsules offer more 
patients consistently high blood levels—at no sacrifice 
to the broad anti-infective spectrum of ACHROMYCIN 
Tetracycline, its low incidence of side effects, or its dosage 
and indications. 


The pure, unaltered crystalline tetracycline HCI molecule 
of ACHROMYCIN, now buffered with citric acid, provides 


Tetracycline HCI Buffered with Citric Acid 


prompt and high blood levels, faster broad-spectrum action 
...rapidly decisive control of infections. New ACHROMYCIN 


V Capsules do not contain sodium. 
REMEMBER THE V WHEN SPECIFYING ACHROMYCIN V 


CAPSULES: (blue-yellow) 250 mg. tetracycline HCI (buffered with citric acid, 250 mg.); 100 mg. tetracycline HCI 
(buffered with citric acid, 100 mg.). ACHROMYCIN V DOSAGE: Recommended basic oral dosage is 6-7 mg. 
per Ib. body weight per day. In acute, severe infections often encountered in infants and children, the dose should be 12 
mg. per Ib. body weight per day. Dosage in the average adult should be 1 Gm. divided into four 250 mg. doses. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK C Lederte ) 
*Reg. U.S. Pat. Off. 
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ANNOUNCEMENT 


To Members of the Medical Society 
of the 
State of North Carolina 


Regarding your Society’s Accident and Health Plan 
Established 1940 


LOWER RATES UNDER AGE 35 


We are glad to announce a 25% reduction in premiums for all 
Society members under age 35, effective October 8, 1957. At the first 
renewal after the attainment of age 35 your premium will revert to the 
original amount. 


PLANS AVAILABLE 


* Dismemberment COST UNTIL AGE 35 COST FOR AGES 35 to 70 
Accidental Loss of Sight, Speech Accident and Annual Semi-Annual Annual Semi-Annual 
Plan Death Coverage or Hearing Sickness Benefits P i i i 


$5,000 5,000 to 10,000 50.00 Weekly 67.50 . 34.25 90.00 45.50 


u 


5,000 7,500 to 15,000 75.00 Weekly 98.25 49.65 131.00 66.00 
5,000 10,000 to 20,000 100.00 Weekly 129.00 65.00 172.00 86.50 
($433.00 per month) 
* Amount payable depends upon the nature of the loss as set forth in the policy. 


Members under age 60 and in good health may apply for $10.00 
per day extra for hospitalization at premium of only $20.00 annually, or 
$10.00 semi-annually. Pays up to 90 days for each sickness or injury. 


We are proud of our 17 years of service to the North Carolina 
Medical Society. During this period we have paid fully and promptly 
claims to disabled members totaling over $800,000.00. 


| am as close to you as your telephone. Please call me collect, day 
(5-5341) or night (7-3157), concerning any questions on which | may be 
helpful. 
FOR APPLICATION, OR FURTHER INFORMATION. WRITE TODAY 
TO 


J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Post Office Box 147 Durham, N. C. 
— Representing — 
COMMERCIAL INSURANCE COMPANY OF NEWARK, NEW JERSEY 
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nosis of one of these ovarian lesions are: 
(1) ovarian enlargement by pelvic examina- 
tion; (2) normal or minimally elevated 17- 
KS in the presence of obvious hirsutism or 
virilism; (3) the failure to suppress the 
urinary 17-KS by cortisone therapy. At 
times no ovarian mass may be felt or the 
17-KS are elevated to 60-90 mg. per 24 hours; 
however, a positive cortisone suppression 
test has never been recorded. Culdoscopy 
should prove useful in this diagnosis, but 
pelvic exploration may be necessary. No 
instances of ovarian hilus cell hyperplasia 
or tumor were found in our 76 hirsute 
women. 


A more common ovarian lesion associated 
with hirsutism is the Stein-Leventha] syn- 
drome, which occurred in 10 of our patients. 
Clinically this syndrome is characterized by 
failure of ovulation, irregular menses pro- 
gressing to amenorrhea, hirsutism in half 
the cases, and bilaterally enlarged, firm 
ovaries’®), Virilism does not occur. Pathol- 
ogically, the ovaries are large and pale, have 
a thickened tunica albuginea, and micro- 
scopic examination of section discloses a 
dense ovarian cortical stroma, multiple fol- 
licular cysts, and an absence of corpora 
lutea or albicantia. The etiology of this 
process remains obscure. The urinary 17- 
KS were slightly elevated in 4 of our pa- 
tients, being 16.7, 18.7, 19.8, and 16.1 mg. 
per 24 hours; in the remainder they were 
entirely normal. ACTH tests done in 4 pa- 
tients were normal in 3, but a slightly ex- 
cessive rise of 17-KS occurred in 1 patient. 


The demonstration of large, pale ovaries 
by culdoscopy is a valuable diagnostic aid. 
Therapeutically, these patients respond 
uniquely to resection of an ovarian wedge 
or stripping of the dense tunica by prompt 
return of menses but with little decrease of 
hirsutism’. Four of 10 patients have had 
ovarian wedge resection, regular menses 
returning within two to six months in each. 


Pituitary Diseases 


The question of the pituitary versus ad- 
renal origin of Cushing’s syndrome with 
bilateral adrenocortical hyperplasia will not 
be argued here but has recently been re- 
viewed by Jailer and others“). Although 
very rare, a few cases of Cushing’s syn- 
drome due to pituitary basophil cell car- 
cinoma have been reported‘'*’. Hirsutism 
is sometimes seen in acromegaly. Skull 
roentgenograms for the examination of the 
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Table 3 
Idiopathic Hirsutism 
(51 patients) 


Clinical Finding No. of Patients Per Cent 


Onset < 30 years of age 40 78 
Onset < 20 years of age 31 61 
Family history of hirsutism 14 27 
Disorders of menstruation 26 51 
Pregnancy in 

27 married patients 19 70 
Obesity 21 41 
Hypertension 14 27 
Diabetes 6 11 
Acne 16 31 
Voice deepening or virilism 0 0 


sella turcica should be a part of the evalu- 
ation of the hirsute woman. 


Idiopathic Hirsutism 


In the majority of women with significant 
hirsutism, none of the aforementioned spe- 
cific causes can be found even after com- 
plete clinical and laboratory evaluation. 
While this is unquestionably a heterogeneous 
group pathogenetically, in our ignorance we 
consider these patients collectively under 
the terms “idiopathic” or “essential” hirsut- 
ism. Although a family history of hir- 
sutism strongly suggests the diagnosis, all 
too frequently the history is either negative 
or the information is unknown to the pa- 
tient. Only one third of our patients with 
idiopathic hirsutism gave a positive family 
history; in the entire group, however, care- 
ful clinical screening failed to establish the 
diagnosis of recognizable ovarian, pituitary, 
or adrenocortical diseases. 

Fifty-one of our 76 hirsute patients had 
idiopathic hirsutism, an incidence of 67 per 
cent. Its true incidence as a cause of hyper- 
trichosis is probably much higher, since in 
our series patients unquestionably had been 
selected prior to referral to the endocrinol- 
ogy service. For similar reasons the in- 
cidence of associated findings in these pa- 
tients, recorded in table 3, is probably 
unduly high. Be that as it may, these find- 
ings underscore the vagaries in the diag- 
nosis of this syndrome and indicate our 
need for better investigative tools. Hyper- 
trichosis, the one consistent manifestation 
in these patients, began during the teens 
in 61 per cent, most commonly about the 
time of pubarche; the actual age at onset 
ranged from 12 to 50 years. Hirsutism 
varied from mild to severe in degree and 
was frequently responsible for serious psy- 
chologic disturbances. Temporal balding 
was noted in 2 patients, an android habitus 
in 3 and obesity in 20. Menstrual disorders, 
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consisting primarily of irregular and _ in- 
frequent menses, were surprisingly fre- 
quent (51 per cent) ; 4 patients had amenor- 
rhea of one or more years’ duration, 1 ex- 
cessive menses, and 1 premenstrual spotting. 
Bilateral cystic ovaries, inconsistent with the 
Stein - Leventhal syndrome, occurred in 1 
patient. 


Urinary steroid execretion rates in our 
patients were as variable as the clinical 
manifestations. Urinary 17-KS were com- 
pletely normal in 41 per cent, high normal 
in 39 per cent, and elevated (15.2 to 34.0 
mg. per 24 hours) in 20 per cent. The re- 
sults of ACTH tests, performed in 31 of 
these patients, are recorded in table 2. In 
the group as a whole, the rise in both urin- 
ary 17-KS and 17-OHCS after ACTH sig- 
nificantly exceeded the normal, but individ- 
ually the variation was great and ranged 
from normal to excessive. 


As regards pathogenesis, little concrete 
information exists. Previous observers have 
considered the hirsutism to represent simply 
increased sensitivity of hair follicles to nor- 
mally circulating androgens. This explana- 
tion appears inadequate for many of our 
patients, and on the basis of recent studies 
by Jailer and Vandeweile''*’ and Kappas 
and associates‘''’, there is increasing evi- 
dence for the presence of minor disorders 
of adrenocortical androgen metbolism. The 
response to ACTH noted in our patients 
raises a similar suspicion. In an effort to 
elucidate this possibility further, we are 
currently studying the chromatographic 
patterns of urinary 17-KS in patients with 
this syndrome. These data are incomplete 
at this time, but in 2 patients an abnormal 
percentage of 11-oxygenated 17- KS was 
present; in others the patterns were normal. 


Specific therapy for hirsutism is lack- 
ing. Strong reassurance concerning the 
benign nature of the disorder is beneficial, 
and in patients manifesting more marked 
psychologic disturbance, formal psychother- 
apy may be necessary. As cosmetic aids 
we recommend shaving, epilation, and 
bleaching of the hair. Some observers have 
administered cortisone, 50 mg. per day, to 
a few patients with associated menstrual 
irregularity and elevated 17-KS, noting a 
return to cyclic menses, a fall in 17-KS to 
normal, but no change in the hirsutism‘'*.'”). 
Our experience with this therapy is thus 
far meager, but further trial is warranted 
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in selected cases, particularly if fertility is 
a problem and elevated 17-KS are found. 


Summary 


This study of 76 women with hirsutism 
serves as a basis for reviewing the major 
diagnostic considerations. Most patients 
have idiopathic or essential hirsutism, and 
the vagaries of this syndrome clinically, 
pathogenetically, and therapeutically are 
noted. Although much less frequently en- 
countered, specific disorders of the pitui- 
tary, ovary or adrenal cortex should be 
looked for in each hirsute patient. Practi- 
cal methods for the diagnosis and treat- 
ment of the latter are now available. 


References 


1. Bissell, Grosvenor W.: Hirsutism, Annals of the New 
York Academy of Sciences 53:742-746 (March) 1951. 

2. Liddle, G. W., Island, D., Rinfret, A. P., and Forsham, 
P. H.: Factors Enhancing the Response of the Human 
Adrenal to Corticotropin: Is There An Adrenal Growth 
Factor? J. Clin. Endocrinol. 14:839-858 (Aug.) 1954. 

3. Drekter, I. J., Pearson, S., Bartezak, E., and McGavack, 
T. H.: A Rapid Method for the Determination of Total 
Urinary 17-Ketosteroids, J. Clin. Endocrinol. 7:795-800 
(Dec.) 1947. 

4. Birke, G., Plantin, L., and Diczfalusy, E.: Fluctuation in 
the Excretion of Adrenocortical Steroids in a Case of 
Cushing’s Syndrome, J. Clin. Endocrinol. 16:286-290 ( Feb.) 
1956. 

5. Moore, K. L., Graham, M .L., and Barr, M. L.: Detec- 
tion of Chromosomal Sex in Hermaphrodites from Skin 
Biopsy, Surg., Gynec. & Obst. 96:641-648 (June) 1953. 

6. Grumbach, M. M., and Wilkins, L.: The Pathogenesis and 
Therapy of Virilizing Adrenal Hyperplasia, Pediatrics 17: 
418, 1956. 

. Eberlein, W. R., and Bongiovanni, A. M.: Congenital 
Adrenal Hyperplasia with Hypertens4on: Unusual Steroid 
Pattern in Blood and Urine, J. Clin. Endocrinol. 15:1531- 
1534 (Dec.) 1955. 

8. (a) Jailer, J. W., Gold, J. J., and Wallace, E. Z.: Eval- 
uation of the “Cortisone Test’”’ As a Diagnostic Aid in 
Differentiating Adrenal Hyperplasia from Adrenal Neo- 
plasia, Am. J. Med. 16:340-345 (March) 1954. (b) Sega- 
loff, A., Gordon, D., and Horwitt, B. N.: Intravenous 
Infusion of Compound F as a Means of Differentiating 
Hyperadrenal States, J. Lab. & Clin. Med. 42:951-952 
(Dec.) 1953. 

9. Stein, I. F., and Leventhal, M. L.: Amenorrhea Asso- 
ciated with Bilateral Polycystic Ovaries, Am. J. Obst. & 
Gynec. 29:181-191 (Feb.) 1935. 

10. Stein, I. F., Sr.: The Stein-Leventhal Syndrome, West. J. 
Surg., 63:319-323 (June) 1955. 

11. Jailer, J. W., Longson, D., and Christy, N. P.: Cushing's 
Syndrome—An Adrenal or Pituitary Disease? J. Clin. 
Endocrinol. 16:1276-1280 (Sept.) 1956. 

12. Sheldon, W. H., Golden, A., and Bondy, P. K.: Cushing's 
Syndreme Produced by a Pituitary Basophil Carcinoma 
with Hepatic Metastases, Am. J. Med. 17:134-142 (July) 
1954. 

13. Jailer, J. W., and Van de Wiele, R. L.: Studies in Hirsu- 
tism: I. Urinary Excretion of the Neutral 17-Ketosteroids, 
Gynaecologia 138:276-287 (Aug.) 1954. 

14. Kappas, A., Pearson, O. H., West, C. D., and Gallagher, 
T. F.: A Study of “Idiopathic” Hirsutism; A Transitional 
Adrenal Abnormality, J. Clin. Endocrinol. 16:517-528 
(April) 1956. 

15. Jones, G. E. S., Toward, J. E., and Langford, H.: The 
Use of Cortisone in Follicular Phase Disturbances, Fertil. 
& Steril. 4:49-62 (Jan.-Feb.) 1953. 


\\ 


February, 1958 


A Pediatrician Looks At Public Health 


G. EARL TREVATHAN, M.D. 
GREENVILLE 


I will try in this paper to discuss some 
aspects of pediatrics as related to public 
health, in simple unauthoritative terms and 
reflecting a deep interest in the welfare of 
children. 

A suitable text may be found in the 
words of Dr. Fillmore Sanford: 

In the years ahead all the health and wel- 
fare professions will have to move along a 
road already being explored by public health. 
Down this road there will be more education 
and less priestly mandate, more advice and 
less control, more consultation and less pre- 
scription, more facts and fewer arcane pro- 
nouncements‘!), 

To me, this prophetic statement can serve 
as a guide along all the avenues of medi- 
cine, because it portrays our increasing con- 
cern with the total vitality of the human 
being. 

Faced with the realization that the child’s 
being has emotional and social aspects, and 
in keeping with the growing emphasis on 
preventive medicine, pediatrics and public 
health will meet more frequently on new 
thresholds of child health and welfare. 

The Changing Scope of Public Health 

We are not as concerned with problems 
of infectious disease and nutritional defi- 
ciency states as in years past. Today, in 
the era of wonder drugs and antibiotics, 
our greatest resources are taxed with prob- 
lems of behavior, disorders of personality, 
school problems, and responsibilities to the 
chronically ill patient. Prolonged illness is 
often a by-product of modern therapy, and 
these patients are presenting problems of 
inadequate care and rehabilitation. Many 
of our children are on invisible crutches and 
are leaning on our profession for help. 

Someone said recently: “The content and 
scope of health service, like society itself, 
undergo constant change. As old problems 
are solved or fade into minor significance, 
new ones or those unappreciated in the past 
arise to take their place.’'’*’ Some of 
those neglected areas are within the scope 
of both pediatrics and public health, where 
each profession is dependent on the other 
for optimum success in rendering service. 


Read before the Section on Public Health and Education, 
Medical Society of the State of North Carolina, Asheville, 
May 7, 1957. 


A few of the areas where public health 
strategists are moving into flanking posi- 
tions are epilepsy, behavior problems and 
mental illness, juvenile delinquency, con- 
genital and rheumatic heart diseases, cere- 
bral palsy, speech and hearing disorders, 
poison control, and safety. (The pediatric- 
ian still has sole rights in the management 
of asthma, diarrhea, pinworm, and _ sickle 
cell anemia.) 


The Physician’s Responsibility 

With this list before us, it seems appro- 
priate to define our individual responsibilty. 
Let us state emphatically that it is the 
physician, the pediatrician, who is moving 
to attack, but with newer ammunition and 
stronger weapons which public health is 
helping to provide. The health department, 
like the hospital, is providing newer per- 
sonal and technical assistance, but the phy- 
sician still stands between the patient and 
his disease. The physician must understand 
that the facilities of the health department 
are at his service for his care of his pa- 
tients. In our practice we are often in- 
clined to divert certain patients and dis- 
eases into health department channels for 
complete medical care. This is never pos- 
sible. No disease should ever be in a cate- 
gory that will detach the physician from his 
responsibility to his patient. The state has 
not taken over the management of rheu- 
matic fever, venereal disease, tuberculosis, 
or stuttering. 


A short time ago a mother brought her 
10 month old son, who was a patient of 
mine, into my office. I could tell by her 
expression that she was quite disturbed, 
and as she related her story I became 
equally so, but for a different reason. A 
Negro woman who had worked in their 
home was found by her physician to have 
tuberculosis. Her case was reported to the 
health department, and a well trained team 
went to work. The employee’s home was 
visited, the family was told the facts, the 
infant was given a patch test, and the mem- 
bers of the family were instructed to report 
to the health department for chest x-rays. 
And that was all. But it was not enough. 
More than a nurse, a tuberculin syringe, 
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or an x-ray, the physician was needed. The 
mother came to me apologetically, for my 
place in the affair had not been suggested. 

The story makes the point that where an 
individual patient is involved, it is never 
just a question of pursuit of a disease. 

While trying to formulate ideas for this 
paper, I have read in several public health 
periodicals scholarly dissertations relative 
to public health and its future. The de- 
pendency of its success on the practicing 
physician must have been assumed, for it 
was not stressed. There must be optimum 
rapport between the health officer and the 
physician. For this to be possible there 
must be more knowledge of the scope of 
public health and a better understanding of 
its purpose. 

Our community has recently seen the ad- 
dition of clinics for mental health, rheum- 
atic fever, and speech and hearing defects. 
All have resulted from the coordinated ef- 
forts and cooperation of the health officer 
and the county medical group. These clin- 
ics provide an ancillary service for our 
private patients and therapy for our in- 
digent ones. They stimulate interest and 


disseminate medical knowledge for the phy- 


sician. Our united efforts are not just to 
organize and establish new projects for the 
use of federal and state money, but to 
improve existing services. Our county med- 
ical society has conducted panel discussions 
on rheumatic fever, and speech and hearing 
disorders. We have had a symposium on 
blastomycosis, and together we have faced 
the problems of inadequate immunization of 
our children, with regard to both primary 
and booster inoculations, that an appalling 
number of parents have neglected. 

Through the cooperation of the public 
health nurse, many obese children have been 
referred to their physicians for evaluation 
and proper management. 

The health problems of a community 
must be analyzed by health officer and phy- 
sician, working together. A common pur- 
pose and a common setting are a prere- 
quisite for success in meeting community 
health needs. Together we must reappraise 
our goals and objectives in the matter of 
health education. 

The keystone of the child’s normal growth 
and development is adequate nutrition. It 
is a challenge to the combined forces of our 
professions to restore basic truths, dispel 
misconceptions, and assume authority in 
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matters of nutrition and health education. 
Emphasis on nutrition in this day of abund- 
ance may appear paradoxical, but iron de- 
ficiency anemia has replaced vitamin de- 
ficiency ; flabby bodies, poor teeth, and poor 
appetites are the results of excessive carbo- 
hydrates, candies and beverages. The 
“empty calories” that make up a good part 
of the child’s diet today must be replen- 
ished; and the public must be taught again 
what is nourishing food. More often the 
question is not what to feed the child but 
what to keep him from eating. The dentists 
are doing their part well. 


The Positive Approach 

In spite of what I have just said, I am 
impressed by the percentage of basically 
healthy children I see in my own practice. 
I find it more often my task to prove that 
a child is healthy than to find a disease. 
Except for their teeth, our children are a 
healthy lot. Nevertheless, I wonder if 
parents enjoy their children’s good health 
as they should. Our profession is some- 
times guilty of promoting unjustified ap- 
prehension because of our fear of public 
apathy towards disease. We should sub- 
mit to the public ear facts about health in 
the interest of health and not just for the 
sake of news and curiosity. 

It is not difficult to raise a community 
“antibody titer” through a well timed news- 
paper release about a rare case of en- 
cephalitis or a fatal complication of a child- 
hood disease, but the community anxiety 
titer will rise also. The opportunity for 
good health that is available to the child 
today will be of little value if he is nurtured 
in the atmosphere of chronic anxiety that 
characterizes so many of our homes today. 
Tragically, many parents feel that their 
children are living on the brink of disaster. 
A lingering cold is tuberculosis; pallor in- 
dicates leukemia. In spite of our duty to 
soothe and relieve anxiety, we are too fre- 
quently guilty of cultivating it. “Johnny’s 
cold was just going into pneumonia”; 
Mary’s tonsils were about to poison her 
heart”; “An hour later and this baby 
would have had meningitis.” These simple 
remarks may promote the doctor, but they 
don’t promote confidence and good health. 

The health officer has access to frequent 
press releases in the interest of health edu- 
cation. It has been a startling revelation 
how much influence this type of informa- 
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tion has on public attitudes, good or bad. 
Following a news item about leukemia in 
a local paper, I receive frequent demands 
for leukemia tests, and in the presence of a 
postauricular node or a February pallor, it 
becomes an uphill struggle to convince a 
parent of his child’s good health. As far 
as the child’s health is concerned, I can see 
little justification for publicizing the symp- 
toms of disease — leukemia, muscular dys- 
trophy, psittacosis, or even rheumatic fever, 
for that matter. Such publicity does not 
dispel fear—it promotes it. 


Months ago a news release from Chapel 
Hill described the relationship between a 
streptococcal infection and rheumatic fever. 
That had an impact on our community. 
Many parents referred to that article, and 
the diagnosis of a “red throat” had to be 
explicitly interpreted. Often trivial ill- 
nesses could not be accepted as such. But 
who are these parents? They are the same 
people in whom I have tried to build con- 
fidence and composure in child - rearing. 
They are the first to call the doctor when 
the child has a fever, and the last to benefit 
from many public medical pronouncements. 
Health education must be ordered towards 
health rather than towards morbid pre- 
occupation with disease. Together we musi 
formulate a program of health education 
built on reassurance and encouragement, 
accentuating the positive, alleviating fear, 
exposing falsehood, and censoring morbid- 
ity for public consumption. 


Summary 


In evaluating our joint obligations in the 
field of child health, I have made little 
reference to the measure of success we en- 
joy today, but the health of our children is 
in part a reflection of our accomplishments. 


I have stressed the advantages of a 
clearer understanding of the responsibili- 
ties of public health personnel and the ped- 
iatrician to the child. I have discussed some 
personal observations regarding health edu- 
cation, and I urge a more positive philos- 
ophy towards health in general. 
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The Medical Spectator 

Dr. Celery A. Sandwich reported today 
to the Nine Muses Medical Society that 
properly selected music is an indispensable 
adjunct in the treatment of virtually all 
of man’s ills. Dr. Sandwich, chief of the 
Psychosomatic Service at Bizarre General 
Hospital, said that a modern hospital can- 
not expect appreciation from its public un- 
less it utilizes all available means to allay 
modern man’s anxiety. 

“We will shortly start a campaign to 
raise funds to commission works by modern 
composers who are well aware that music 
reflects her times and gives listeners a feel- 
ing of being wanted,” he added. 

A committee with Dr. Sandwich as chair- 
man has been named by the Society to select 
a satisfactory name for this epoch-making 
therapeutic advance. 

—Recent news item 


SCENE I 

Cacophony Memorial Hospital. The pub- 
lic relations director’s office. Biliousgrene, 
the director of public relations, sits at his 
desk. At his right stands a massive ma- 
chine, replete with dials, switches and 
tubes. Seated in front of him in chamber 
orchestra formation are the chiefs of serv- 
ices, with Dr. Aardvark Poultice, acting di- 
rector of the Department of Psychoseman- 
tics, in the concertmaster’s chair. 

BILIOUSGRENE (twanging his tie-clasp 
lyre). A little less bass, please, Aardvark. 
And let’s watch that tremolo, Orpheus. You 
boys think that your own words are soft 
music. 

ORPHEUS (a wispy male of indeterminate 
years who gently plucks lint from _ his 
weathered tweed jacket). Billy, please 
modulate your voice. The adolescent anx- 
iety ward rejected “Pomp and Circum- 
stance” today. You’ll have to get acoustic 
tile, too, because Sterila says she can’t keep 
her patients in Frigidity Clinic when the 
brats start baying for Elvis. (Petulantly) I 
don’t see what they hear from him. 

STERILA (a Wagnerian soprano type). 
Fiddle! Those precious flowers scare away 
the bees. 

AARDVARK (a fat man with a_ heart- 
shaped mouth). All three, Sterila? 

ORPHEUS (tittering). Two B or not two 
B, eh, Sterila? 


| 
f 
i 
{ 


76 NORTH CAROLINA MEDICAL JOURNAL 


STERILA (picking up her spear and stalk- 
ing out). Oh, go upstairs and play your 
harps! 

BILIOUSGREEN (munching his nails). All 
right! All right! Bizarre has done it again. 
They’re wired; we're tired. From now on 
we'll have music too—more and louder. (He 
reaches for the dials. Fadeout to the tune of 
St. James Infirmary.) 


SCENE II 

A moonlit two-bed space on 9th Beetho- 
ven. The following morning. Anastomosa 
enters carrying a bucket of ice. She 
whistles, off key, a stirring passage from 
“Night on Bald Mountain.” Victim sleeps 
peacefully in one bed; the other is empty. 

VICTIM (waking up quickly and sitting 
bolt upright. He is an elderly male whose 
pallor competes with that of the moon). 
What is it? Where am I? 

ANASTOMOSA. In the Hospital, honey. Got 
to give you some ice. (Metal meets metal to 
the tinkle of ice. Anastomosa leaves, yodel- 
ing.) 

Minutes pass. Victim lapses back to 
sleep, snoring fitfully. Tambarine enters 
pushing a trash can mounted on shrieking 
wheels, grabs the metal waste baskets, 
bounces them together, beats their bottoms, 
and throws them on the terrazzo. 

VICTIM (awake again). Let me sleep; 
I’m tired. 

TAMBARINE, Son, waste baskets are good 
drumming. Better’n snares or traps. (He 
charges out.) 

VicTIM. Oh damn! (Tosses resentfully 
and finally falls asleep again.) 

Castanet enters, swinging a water bucket 
and singing, “I’m gonna wash that man 
right out of my hair.” She sloshes water in 
all corners and manages to splash some into 
Victim’s face as well. 

Victim (thoroughly aroused). Get the 
hell out of here. What time is it, anyway? 

CASTANET. Time to shine! Springtime! 
Singtime! (She skips out to the sloshing 
of water.) 

VicTIM (pushing his bedside button). 
Nurse! Nurse! 

NURSE. Yes, sir. 

VicTIM. I want a sleeping pill. 

NuRseE. I’m sorry, sir. It is one minute 
past four. No sleeping pills after four. 

VicTIM. Phooey. (Rips his top sheet to 
shreds and, exhausted, collapses across his 


bed.) 
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Clarinet enters swinging a mop and sing- 
ing “M, O, P, P”, splashes Victim’s face 
again. He starts, leaps up, grabs her, 
bounces her off the ceiling and reels into 
the hall. 


SCENE III 

4th Snake Pit. A neon sign blinks the 
message, “No quiet, please. This is a hos- 
pital!” A few minutes later. Victim lies 
prostrate, on a padded floor, babbling in- 
coherently. Several men in dingy whites 
hover about. Dr. Poultice speaks. 

AARDVARK (mellifluously). There, there. 
We are going to play something that will 
rouse you, make you want to be with US. 
(He turns on the “Anvil Chorus.” Victim 
seems to fade further into the pad.) 

AARDVARK (shrugs, looks to his col- 
leagues). Well, he won’t share. Ingrate! 

ORPHEUS (sadly). Poor wretch. Uncul- 
tured. 

AARDVARK. Yes, but we must do some- 
thing. Perhaps one of you gentlemen? 
(Biliousgrene steps from behind a stool.) 

BILIOUSGRENE. Aardvark, we must cure 
him. 

AARDVARK. But he is just a victim. 

BILIOUSGRENE (wildly). He owns THE 
mill! 

AARDVARK (dazed). The MILL... Per- 
haps we could get (hesitates, then whisp- 
ers) Dr. Sandwich .. . 

BILIOUSGRENE (menacingly). Or else! 


SCENE IV 
4th Snake Pit. A few hours later 

CELERY (a nondescript man except for his 
violet beret). Yes! Yes! Yes! Music! Music! 
Music! And the patient—have you allowed 
him a request? 

AARDVARK (the stone rolled away). No. 
(to Victim) What would you like? 

VicTIM. Shrdlu. 

CELERY (sweetly). If you don’t cooperate, 
we shall have to send you home to suffer. 
(Sheds a large, green tear.) 

VicTtIM. SHRDLU. 

ORPHEUS (enraged). Call him a cab. 

Biliousgrene faints, Aardvark beams, Or- 
pheus stamps his feet and Celery gnaws his 
upper lip in glee. A cab driver arrives and 
leads Victim gently to his waiting taxi. At 
last glimpse. Victim is chattering merrily 
to the cabbie. 
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THE EXECUTIVE COUNCIL MEETING 


The midwinter meeting of the Executive 
Council of the State Medical Society, held 
in Raleigh January 26, was well attended. 
Many items on the agenda were relatively 
unimportant, but an attempt will be made 
to summarize the principal actions taken by 
the Council. 


The one of most interest to our readers 
concerned the report of Dr. V. M. Hicks, 
chairman of the Finance Committee, with 
the sad news that the Society’s budget for 
1958 could not be balanced without addi- 
tional revenue. The estimated income of the 
Society is $152,150, its expenses $181,938— 
leaving a deficit of nearly $30,000. Dr. 
Hicks said that the Finance Committee had 
gone over the budget carefully, and could 
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not see any way to reduce it without crip- 
pling the work of the Society. The Commit- 
tee recommended that, in order to meet the 
deficit, the House of Delegates be asked to 
increase the annual dues by $10—from $40 
to $50—and that life membership begin at 
the age of 70, with the provision that any 
member to whom the payment of dues 
would be a hardship would be relieved of 
the obligation. This is the A.M.A. practice. 
This recommendation, and the budget for 
1958, were adopted unanimously. Another 
recommendation, also adopted without a 
dissenting vote, was that the Finance Com- 
mittee be authorized to withdraw enough 
from the Society’s surplus to balance the 
1958 budget. 


Another important report was given by 
Dr. Amos Johnson, chairman of the Com- 
mittee on Negotiation, relative to the Third 
Party Survey. Dr. Johnson said that the 
survey was now virtually completed, that 
there had not been a single meeting where 
the response was not enthusiastic, and that 
there had been 100 per cent cooperation in 
the county societies visited. 


Most of the reports are now in the hands 
of the committee, which is to meet soon to 
study them. Dr. Johnson made it clear that 
it is not the purpose of the committee to 
try to abolish third parties, but to negotiate 
with them for agreements favorable to 
medicine. The Negotiation Committee rec- 
ommended that it shall be its duty to re- 
ceive complaints from or against physicians 
in cases involving a third party; that the 
committee shall investigate cases of medi- 
cal ethics; that in controversies the com- 
mittee shall try to negotiate agreements; 
that the committee shall recommend action 
in controversial issues; and that agree- 
ments of the committee, if approved by the 
House of Delegates, shall be binding upon 
the members of the State Medical Society. 
The committee’s report was adopted, with 
the provision that violation of ethical prin- 
ciples should be dealt with by the appro- 
priate agency. The Committee on Constitu- 
tion and By-Laws is to consider the changes 
made necessary by the recommendations of 
the Third Party Survey Committee. 


Dr. Thomas Dameron reported for the 
Committee on the Industrial Commission 
that the Commission had accepted about 20 
per cent of his Committee’s recommenda- 
tions. He also had found that 10 per cent 
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of the bills sent by doctors were in error. 


Dr. J. J. Combs reported for the State 
Board of Examiners that foreign graduates 
who had been screened by the Council (see 
page 81 of this issue) might be given 
limited license for practice in North Caro- 
lina. 


Dr. Amos Johnson reported for the Pub- 
lic Relations Committee that the two-year 
survey of Press-Medical relations had been 
completed, and was ready for distribution. 
A summary of it for the NORTH CAROLINA 
MEDICAL JOURNAL has been promised. 

The committee had decided that the Pub- 
lic Relations Conferences held last year 
were not worth their expense, and that this 
year workshops — with three-day stands — 
for each end of the state would be held 
instead. 

Mr. Robert Tracy, of the Cornell Crash 
Injury Research Program, asked and was 
given permission to use the data compiled 
in the pilot study that has been conducted 
since 1953. While 16 other states have 
participated in the study, North Carolina’s 
contribution has been the largest and most 
important. 

The fact that this report gives only a 
small part of the Council’s work is evidence 
that January 26 was anything but a day of 
rest for the members in attendance. 


DR. LENOX BAKER HONORED 


On January 28, at the American Medical 
Association’s Congress on Industrial Health, 
Dr. Lenox Baker, professor of orthopedic 
surgery at Duke, received the 1957 Phy- 
sician’s Award of President Eisenhower's 
Committee on Employment of the Physical- 
ly Handicapped. The award goes each year 
to a physician who is considered by a group 
of impartial judges to have made the great- 
est contribution to the physically handi- 
capped. 

This national recognition is no surprise 
to those who know of Dr. Baker’s work in 
rehabilitation. In addition to his practice 
and teaching duties, he has found time to 
take a leading part in organizing the North 
Carolina Cerebral Palsy Hospital, and has 
served as its medical director since it was 
opened in 1950. 

As all our readers know, Dr. Baker is 
President-Elect of the North Carolina State 
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Medical Society. In 1950 he was president 
of the American Academy for Cerebral 
Palsy. He has also —among other honors 
—served on the Board of Directors of the 
National Society for Crippled Children and 
Adults, and on the Medical and Profes- 
sional Executive Board of the United Cere- 
bral Palsy Association. 

Although he was born in Texas, Dr. 
Baker got his M.D. degree from Duke in 
1933 and has been a member of its faculty 
since 1939. He has lived in North Caro- 
lina long enough for the state to claim him 
as its own—and to rejoice with him on this 
latest signal honor. 


CERTIFICATION OF FOREIGN 
MEDICAL GRADUATES 


The certification of foreign medical grad- 
uates who want to come to the United 
States for hospital training or to practice 
has been a real problem for our state ex- 
amining boards. To solve this problem, the 
Educational Council for Foreign Medical 
Graduates has been established, after near- 
ly three years of planning. The sponsor- 
ing agencies are the American Hospital 
Association, the American Medical Associa- 
tion, the Association of American Medical 
Colleges, and the Federation of State Med- 
ical Boards of the United States. 

On page 81 of this issue the purpose of 
the Council is explained clearly. It will re- 
pay careful reading by all who are inter- 
ested in this problem. 


* 


“IS BLUE SHIELD A THIRD PARTY?” 


In view of the current concern about 
third parties in medicine, the following 
statement from Blue Shield Medical Care 
Plans of Chicago presents so forcefully and 
briefly the argument for Blue Shield in- 
surance that it is reproduced in full: 

* 


“ “Blue Shield Plans exist only to help the 
medical profession facilitate the provision 
of its services to the people . . . Blue Shield 
is an organization of the profession itself, 
and not a third party between doctor and 
patient.’ ” 

“So declared the Blue Shield Commission 
in a recent policy statement. The Com- 


mission is the elected board of directors of 
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the national association, “Blue Shield Med- 
ical Care Plans,’ whose members are the 
70-odd medical society-sponsored, non- 
profit Blue Shield Plans. A preponderant 
majority of the Commissioners are doctors 
of medicine. 

“The medical profession, through its own 
instrument, Blue Shield, pioneered the 
great uncharted realm of medical prepay- 
ment at a time when commercial insurance 
companies declared it was actuarially im- 
possible, and when the bureaucrats in 
Washington asserted that only big govern- 
ment could do the job. 

“What is a third party between doctor 
and patient?’ In simplest terms, a third 
party must be some person or agency over 
whom neither the first party—the patient 
—nor the second party—the doctor—has 
any direct control; someone independent 
of both doctor and patient. 

“The first requirement of a medical pre- 
payment plan that wants to call itself Blue 
Shield is that it be approved by the county 
or state society in the area that it serves. 
The second requirement is that all medical 
policies and operations be under medical 
control; and the third, that it earn the 
voluntary participation of at least a major- 
ity of the doctors in its territory. 

“Blue Shield is not a ‘third party.’ In 
truth, Blue Shield has proved that doctors 
and patients, working together, can solve 
the problems of medical economics without 
needing any third party to come between 


them.” 


DR. MAYER’S LAST EDITORIAL 

The January issue of the South Dakota 
Journal of Medicine and Pharmacy came 
from the press after its editor, Dr. R. G. 
Mayer, died following an exploratory op- 
eration which revealed an inoperable can- 
cer of the right lung. Dr. Mayer knew the 
diagnosis and prognosis, but faced the facts 
bravely and realistically. Shortly before the 
end came, he dedicated a special editorial 
to his daughter. This was published in the 
January issue of his journal, under the 
heading, “My Last Editorial.” Its courage, 
optimism, faith, and sense of humor re- 
vealed plainly the sterling character of the 
man. The editorial is so fine that it is repro- 
duced in part. 


* 


“For many years some of our surgeons 
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have twitted roentgenologists, internists, 
and other diagnosticians by stating that the 
‘all-revealing scalpel’ is still one of the most 
accurate and scientific of all diagnostic pro- 
cedures. In many cases the knife has been 
the best and only diagnostic instrument 
which finally did reveal the true underlying 
pathology .. . it is far different being at 
the pointed end of the all-revealing scalpel 
than to have control of the handle. This is 
particularly true when you are the patient 
and the surgeon tells you that he found an 
inoperable squamous-cell carcinoma of the 
right lung. One does not feel quite so happy 
about the all-revealing scalpel at such a 
time. However, when one remembers all of 
the thousands of patients who have had 
their pathological diseased tissue removed 
and have been cured, one realizes that after 
all, it is still worthwhile to have explora- 
tory surgery. So whatever one’s personal 
result, one has to take what comes in life, 
trying to be as optimistic about the situa- 
tion as possible knowing that God has given 
the human race the ability to withstand 
whatever suffering comes one’s way. 


“T have had a life that has been full and 
enjoyable so far. I’ve enjoyed a family and 
my professional life and the friendships of 
many. I have also enjoyed my church and 
my work in fraternal orders, as well as the 
time and energy spent working for organ- 
ized medicine. My interests in numerous 
avocations have led to much satisfaction 

. . SO all in all, one cannot help but look 
forward to Life’s Greatest Adventure. 


“One leaves the scene with the hope that 
the medical profession, and especially the 
younger men, will continue to fight the en- 
croachment of socialized medicine, even 
though the battle seems to be futile. 


“To those many friends who have 
cheered me with flowers and cards, many 
thanks. To those whom I have been unable 
to acknowledge, and all the rest of my 
friends in the medical profession through- 
out South Dakota, all I can say is ‘Hail and 
Farewell.’ But please—no more flowers. I 
would much prefer small memorials to my 
church or contributions to the research di- 
vision of the South Dakota chapter of the 
American Cancer Society.” 
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In his President’s Message for October, 
1955, entitled ‘Doctors and Public Orinion,”’ 
Dr. J. P. Rousseau quoted figures showing 
that physician’s fees were in general not 
excessive and had not mounted in propor- 
tion to the increase in cost of commodities 
and other services. 


Some new figures regarding this subject 
were reported in the Bureau of Medical 
Research Bulletin of the American Medical 
Association, October 1, 1957. For instance, 
the total expenditures for personal con- 
sumption increased 35,643 million dollars 
between 1922 and 1955, while personal ex- 
penditures for medical care during the 
same period increased by 1,875 million dol- 
lars. In 1956, the consumer spent more 
for personal care (3,581 million) on such 
items as barber shops, beauty shops, toilet 
articles, and baths than he did for either 
physicians’ services (3,264 million) or hos- 
pital care (3,451 million). Other expendi- 
tures included 13,844 million dollars for 
recreation, 9,360 million dollars for alco- 
holic beverages, and 5,681 million dollars 
for tobacco. 


If we consider the total amount spent 
for medical care in 1956—namely, 12,106 
million—as 100 per cent, we shall see that 
27 per cent of this amount went for phy- 
sicians’ services while the amount spent for 


hospital services rose to 28 per cent, ac- 
cording to the bulletin. 

In the period from 1935 to 1939, physi- 
cian’s services took 31.6 per cent of the 
medical dollar, and hospitals 17.2 per cent. 
Since that period hospital costs have 
mounted steadily, and in 1955 took for the 
first time a larger percentage of the medical 
dollar than did physician’s services; how- 
ever, total medical costs had increased mod- 
erately as compared with the rapid rise in 
cost for other services and commodities. 

An editorial in the Journal of the Amer- 
ican Medical Association for September, 
1956, commented that expenditures for hos- 
pital services in 1955 totaled 3,130 million 
dollars, and physician’s services cost the 
public 3,070 million. It further stated that 
although the difference is not great, it 
marks a turning point in medical econom- 
ics. 

The rise in hospital costs is relatively 
greater, as the editorial pointed out, largely 
because of inflationary rises in salaries of 
personnel and costs of supplies, from which 
the hospital has no protection. This coupled 
with the rising need for hospital beds ac- 
counts for the rapid increase in cost. 

These figures give food for thought when 
the cost of medical care comes up for dis- 
cussion. 


E. W. SCHOENHEIT, M.D. 


WINSTON- 


ASHEVILLE 
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Committees and Organizations 


EDUCATIONAL COUNCIL FOR 
FOREIGN MEDICAL GRADUATES 


After almost three years of planning, the 
Educational Council for Foreign Medical 
Graduates opened its doors on October 1, 
1957, at 1710 Orrington Avenue, Evanston, 
Illinois. 

What Functions Will It Serve? 

It will distribute to foreign medical grad- 
uates around the world authentic informa- 
tion regarding the opportunities, difficulties 
and pitfalls involved in coming to the U.S. 
on an exchange visitor or exchange student 
visa in order to take training as an intern 
or resident in a U.S. hospital, or coming 
on an immigrant visa with the hope of be- 
coming licensed to practice. 

It will make available to properly quali- 
fied foreign medical graduates while still 
in their own country a means of obtaining 
ECFMG certification (a) to the effect that 
their educational credentials have been 
checked and found meeting minimal] stand- 
ards (18 years of formal education, includ- 
ing at least 4 years in a bona fide medical 
school), (b) that the command of English 
has been tested and found adequate for as- 
suming an internship in an American 
hospital, (c) that the general knowledge of 
medicine as evidenced by passing of the 
American Medical Qualification Examina- 
tion is adequate for assuming an internship 
in an American hospital. 

It will provide hospitals, state licensing 
boards, and specialty boards which the fore- 
ign medical graduate designates, the results 
of the three-way screening available. 

What Functions Will It Not Serve? 

It will not serve as a placement agency 
either for interns or residents. Placement 
arrangements must be made by the foreign 
medical graduate directly with the hospital 
of his choice. 

It will not attempt to evaluate the teach- 
ing program or inspect or approve any 
foreign medical school. Its program is 
based not upon evaluating the school from 
which the candidate graduated but upon 
evaluating the professional competence of 
the individual. 

It will not act as an intercessor for for- 
eign medical graduates having problems 
under discussion by state boards of medical 
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licensure or specialty boards. If the for- 
eign medical graduate asks that the results 
of his three-way screening be sent to a 
designated board this will be done, but the 
ECFMG has no right and no desire to re- 
view the decisions of the properly consti- 
tuted state licensing boards and American 
specialty boards. 


Who Is Sponsoring the ECFMG? 


Sponsors of the new agency are the 
American Hospital Association, the Ameri- 
can Medical Association, the Association of 
Medical Colleges, and the Federation of 
State Medical Boards of the United States. 
Providing funds to support it through the 
first two years of its existence are the spon- 
soring agencies and the Kellogg Founda- 
tion, and the Rockefeller Foundation. 

The ECFMG has been legally incorpor- 
ated in the State of Illinois and is operating 
in the first year of its provisional approval 
as a tax exempt organization under Section 
501 (c)(3) of the Jnternal Revenue Code 
of 1954. The 10-member Board of Trustees 
includes two representatives from each of 
the four sponsoring agencies and two rep- 
resenting the public at large (one named by 
the Department of Defense, the other by 
the Department of Health, Education and 
Welfare). The President of the Board of 
Trustees is Dr. J. Murray Kinsman, Dean 
of the University of Louisville School of 
Medicine. The Executive Director is Dr. 
Dean F. Smiley, former Secretary of the 
Association of American Medical] Colleges. 


What Are the Mechanics of the 
Examination? 

The ECFMG’s Examination Committee 
will select the items for two examinations a 
year from the National Board of Medical 
Examiners’ poo] of questions. The Na- 
tional Board of Medical Examiners will use 
as many of its 50 presently constituted U.S. 
examination centers as will be required and 
will establish examination centers abroad 
in numbers as found required to meet the 
need. 

The National Board of Medical Examin- 
ers will proctor the examination, score and 
analyze the results, and turn them over to 
the ECFMG’s Examination Committee for 
final evaluation and action. 


What is the Charge to Be? 


Foreign medical graduates already in 
this country will be billed for $50.00 cov- 
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ering the cost of the three-way screening. 
This will include $15.00 for the evaluation 
of credentials and $35.00 for the American 
Medical Qualification Examination. 

Foreign medical graduates abroad will be 
billed the $50.00 only if and when they pass 
the screening, receive a position in an Amer- 
ican hospital, or are otherwise earning 
American dollars. 

American hospitals receiving screened 
candidates will be billed $75.00 for each 
such candidate accepted. 


What Are the Target Dates 
for Various Services? 

The answering of correspondence began 
October 5 and has been kept current since 
that time. The translation, interpretations 
and evaluation of credentials has already 
begun. 

The target date for the first American 
Medical Qualification Examination for for- 
eign medical graduates already in this 
country is set for February or March, 1958. 

The target date for the second American 
Medical Qualification Examination for for- 
eign medical graduates both here and abroad 
is set for August or September, 1958. 


BULLETIN BOARD 


COMING MEETINGS 


Duke University School of Medicine, Postgraduate 
Course in Rheumatic Diseases—Durham, March 10 
and 11. 

Bowman Gray School of Medicine of Wake Forest 
College, Postgraduate Course in General Med‘cine— 
Winston-Salem, March 14 and 15. 

Sixth Annual Hospital Food Service Institute— 
State College, Raleigh, March 12 and 14. 

Greensboro Academy of Medicine, Eleventh Annual 
Symposium—Jefferson Club, March 27. 

Forsyth County Cancer Symposium—Hotel Robert 
E. Lee, Winston-Salem, April 10. 

One Hundred Fourth Annual Session, Medical 
Society of the State of North Carolina,—Asheville, 
May 4-7. 

A.M.A. Conference on Rural Health—Jackson, 
Mississippi, March 6-8. 

International College of Surgeons, Eleventh Bien- 
nial Congress—Los Angeles, March 9-14. 

University of Oklahoma School of Medicine, 
Symposium on Surgery, Radiology and Pathology— 
Oklahoma City, March 14 and 15. 

American Academy of General Practice—Tenth 
Annual Scientific Assembly, Dallas, Texas, March 
24-27. 

A.M.A. Regional Meeting on Problems of Aging— 
Birmingham, March 29-30, 
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International Society of Internal Medicine, Fifth 
International Congress—Philadelphia, April 23-26. 

World Congress on Gastroenterology—Washing- 
ton, D. C., May 25-31. 


NEW MEMBERS OF THE SOCIETY 


The following new members joined the Medical 
Society of the State of North Carolina during the 
month of January, 1958: 

Dr. Harry J. Price, Franklin; Dr. C. Markham 
Berry, Highlands; Dr. William P. Coleman, 1012 
Kings Drive, Charlotte; Dr. Walter Collins Mahaf- 
fee, 3905 E. Bessemer Avenue, Greensboro. 

Dr. Harry Blake Sherrill, 3905% E. Bessemer 
Avenue, Greensboro; Dr. John Paton Filley, Route 
#2, Sherwood Forest, Chapel Hill; Dr. Tine Buch- 
ter Strobos, Bowman Gray School of Medicine, 
Winston-Salem; Dr. John W. Neal, Gibson. 


NEWS NOTES FROM THE UNIVERSITY OF 

NORTH CAROLINA SCHOOL OF MEDICINE 

A new book, “Hemophilia and Hemophilioid 
Diseases,” edited by Dr. Kenneth M. Brinkhous, 
professor of pathology of the University of North 
Carolina School of Medicine, has just been released 
by the UNC Press. 

In addition to Dr. Brinkhous, five other members 
of the department are contributors to the book. 
They are Drs. John B. Graham, Robert D. Langdell, 
Margaret C. Swanton, Robert H. Wagner, and 
Murray Thelin, a predoctoral fellow. 

The new volume is the proceedings of an inter- 
national symposium on hemophilia and the hemo- 
philioid diseases held in New York City. The pro- 
gram was arranged by the Medical Advisory 
Council of the Hemophilia Foundation, of which 
Dr. Brinkhous is chairman. 

* 

The University of North Carolina School of 
Medicine has received two March of Dimes grants 
totaling $237,403. Each grant covers a three-and- 
one-half year period. 

The grants were announced jointly by Chancellor 
William B. Aycock and Basil O’Connor, president 
of the National Foundation for Infantile Paralysis. 
Effective January 1, the grants will help the Uni- 
versity play an increasingly important role in the 
teaching of skills that help bring handicapped 
patients back to more normal lives. 

A grant of $131,836 will continue the support 
of a program for teaching the concepts and basic 
techniques of modern rehabilitation to undergrad- 
uates and graduate medical students. 

The other grant, for $105,576, will assist in the 
establishment of a baccalaureate curriculum in phy- 
sical therapy. 

The program for the teaching of rehabilitation 
techniques and concepts is one of 15 supported by 
the National Foundation in medical schools across 
the country. 

Physical therapists are important to the team 
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approach that is now used in aiding handicapped 
patients. There are only two physical therapy cur- 
ricula giving undergraduate degrees in southeastern 
and south midwestern areas of the United States. 

There is a need for a physical therapy course 
in a state university which attracts students pri- 
marily from this region and this new program at 
the University of North Carolina will fill this need. 


A Senior Research Fellowship grant of $61,560 
from the U. S. Public Health Service has been made 
to Dr. John K. Spitznagel of the Department of 
Bacteriology and Immunology of the University of 
North Carolina Schools of Dentistry and Medicine. 

The grant will cover a five-year study of “Meta- 
bolic Aspects of Bacterial Ecology in Host Tissues.” 

This is the fourth Senior Research Fellowship to 
be awarded to faculty members in the UNC School 
of Medicine within a year by the Public Health 
Service. 

The other three grants, totaling $164,000, went 
to Dr. R. D. Langdell, Assistant Professor of Patho- 
logy; Dr. Billy Baggett, Assistant Professor of 
Pharmacology and Dr. Ira Fowler, Assistant Pro- 
fessor of Anatomy. 

During 1952-53 Dr. Spitznagel was a visiting 
investigator with Dr. Rene Dubos of the Rocke- 
feller Institute for Medical Research in New York 
City. Prior to joining the UNC Faculty this past 
fall, he was chief of medical service at the U. S. 
Army Hospital, Fort Bragg. 


A series of postgraduate programs will be held 
during the months of March and April in Wilson 
and Catawba counties. The Wilson program under 
the chairmanship of Dr. Edgar Beddingfield of 
Stantonsburg, will meet on Wednesday afternoons 
and evenings in Wilson. The Catawba program will 
meet on Thursday afternoons and evenings with 
Dr. Joseph Isenhower of Hickory as chairman. Com- 
plete programs will be mailed to physicians in these 
two areas during February. 


The postgraduate medical course sponsored by 
the School of Medicine and the First District 
Medical Society will continue through the month 
of February, meeting on Wednesday afternoons 
and evenings. Speakers for the course are: Dr. 
Walter Hollander, Jr., assistant professor of medi- 
cine; Dr. Warner Wells, assistant professor of 
surgery; and Dr. S. F. Marshall, surgeon, Lahey 
Clinic, Boston. 

The postgraduate medical course sponsored by 
the School of Medicine and the Wake County Medi- 
cal Society will continue through the month of 
February, meeting on Thursday afternoons and 
evenings in Raleigh. Speakers for the course are: 
Dr. Ernest Craige, associate professor of medicine; 
Dr. James Woods, Jr., assistant professor, De- 
partment of Medicine; Dr. Myron G. Sandifer, Jr., 
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instructor in psychiatry; Dr. William H. Sprunt, 
associate professor, Dr. Phillip M. Johnson, as- 
sistant professor, Department of Radiology, and 
Dr. S. F. Marshall. 


The University of North Carolina School of Medi- 
cine sponsored the Fifth Annual Seminar on Occupa- 
tional Health here recently. 

Other sponsors include the Occupational Health 
Committee of the Medical Society of the State of 
North Carolina and the Liberty Mutual Insurance 
Company. 

Physicians from throughout North Carolina, 
especially those in the field of occupational health, 
attended the seminar. Special invitations were also 
sent to doctors in Virginia and South Carolina. 

The speakers for the seminar were Dr. Joe M. 
Bosworth, regional medical director, Liberty Mutual 
Insurance Company, Atlanta; Dr. Leon P. Andrews, 
assistant professor of medicine, UNC School of 
Medicine; Dr. Herman A. Tryoler, consultant, Oc- 
cupational Health Service, Asheville; Dr. Charles 
C. Thompson, Charles C. Thompson and Associates, 
Chicago; Dr. H. K. Hellerstein, assistant professor 
of medicine, Western Reserve University, also 
director of the Cleveland Work Classification Clinic; 
Dr. Wilfred Abse, associate professor of psychiatry, 
UNC School of Medicine, and Joseph W. Beach, 
Director, North Carolina State Employment Ser- 
vice. 


The University of North Carolina School of Medi- 
cine was host to the Second Annual Governor's 
Conference on Occupational Health on Thursday, 
February 6. 

The first conference of this kind was held in 
Raleigh last year. The conferences have been called 
by Governor Luther Hodges because of the great 
importance of occupational health services in this 
state. 

The conference has as its objective the bringing 
together a group of leaders in industry, business, 
labor, the medical profession. and state officials 
concerned with the problem of occupational health. 
The purpose is to stimulate increased interest and 
explore more effective ways of meeting occupa- 
tional health needs in North Carolina, 

The keynote speaker of the conference was Dr. 
Lester Petrie, director of Occupational Health Ser- 
vices for the Georgia State Health Department, 
speaking on “To Each His Own.” 

Other speakers included Edward Mitchell, vice 
president of the Provident Life and Accident In- 
surance Company, who spoke on the relationship of 
occupational health to insurance costs, and John B. 
Veach, president of the Hardwood Corporation of 
America, who spoke on contributions of occupational 
health to smaller industries. 

Ellsworth A. Grant, vice president of the Allen 
Manufacturing Company of Hartford, Connecticut, 
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spoke on the “Hartford Plan” of developing health 
services for small industry. 
Dr. Elizabeth L. Kemble, Dean of the University 
of North Carolina School of Nursing, recently at- 
tended a meeting of the American Nurses’ Associa- 
tion Committee of Research and Studies in New 
York City. 
Dr. George E. Palade of the Rockefeller Institute 
for Medical Research spoke at the University of 
North Carolina School of Medicine recently on 
“Cytochemical Studies of Pancreas.” 


Dr, James E. Somers and Dr. A. Granville Tolley, 
instructors in the Department of Psychiatry, at- 
tended the meetings of the Association of Southern 
Professors of Psychiatry in Washington, D. C. re- 
cently. These meetings were devoted to a discussion 
and evaluation of psychiatric education in medical 


schools. 


Three faculty members from the Division of 
Health Affairs of the University of North Carolinn 
have been asked to serve on the Advisory Commit- 
tee on Radiation Protection to the North Carolina 
State Board of Health, it was revealed recently. 

Dr. Marvin L. Granstom, associate professor of 
Sanitary Engineering in the School of Public Health, 
Dr. Ernest Wood, professor of radiology in the 
School of Medicine, and Dr. William Forest, as- 
sistant professor of pathology in the School of 
Medicine, are among the 11-member specialist 
group recently named by Dr. J. W. R. Norton, State 
Health Officer. 

Advice and guidance is being solicited from this 
group for the purpose of aiding the North Carolina 
State Board of Health in formulating regulations 
for the control of potential radiation hazards. 


Dr. George C. Ham, professor and chairman of 
the Department of Psychiatry, was visiting pro- 
fessor at the postgraduate program on “Office 
Practice of Psychiatry for the General Practitioner” 
held at the University of Tennessee School of 
Medicine recently. 

Dr. Ham, certified in both psychiatry and in- 
ternal medicine, spoke on several subjects during 
the three-day meeting. Titles for these discussions 
include “Emotions and Illness,” “The Clinical In- 
terview,” “Recognition of Mental Disorders in Office 
Practice,” and “Psychiatric Therapy in Office 
Practice.” 


Dr. James W. Woods, Jr., assistant professor of 
medicine, University of North Carolina School of 
Medicine, recently spoke in Lynchburg, Virginia, 
before the Lynchburg Academy of Medicine on the 
subject of “Pyelonephritis.” 
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The twelfth annual meeting of the fellows of the 
American College of Hospital Administrators was 
held at the University of North Carolina recently. 


This national seminar is the first such meeting 
to be held in the southeastern United States. 


Registration was limited to 50 persons. Dr. Robert 
R. Cadmus, director of the North Carolina Memorial 
Hospital, was in charge of local arrangements. 


The faculty consisted of outstanding faculty mem- 
bers of the University of North Carolina. Lectures 
were given in law, sociology, political science, eco- 
nomics, philosophy, psychology, communications, and 
other fields. 


Dr. George C. Ham, professor and chairman of 
the Department of Psychiatry, University of North 
Carolina School of Medicine, has been elected to 
fellowship in the Academy of Psychoanalysis. This 
is a learned society of leading psychoanalysts in 
the nation. 


Dr. Harley C. Shands, associate professor, De- 
partment of Psychiatry, was in New Orleans re- 
cently for a series of lecturgs and meetings. Dr. 
Shands spoke on “Psychological Factors in the 
Handling of Terminal Cancer Patients” at the 
Second Biennial Cancer Conference. He spoke to 
the Psychiatric Departments at Tulane University 
and at Louisiana State University on “Who is a 
Criminal” and “Rheumatoid Arthritis.” Dr. Shands 
also participated in a panel discussion of psychoso- 
matic diagnoses at the New Orleans Society of 
Psychiatry and Neurology. 


Dr. Howard B. Sprague, noted cardiologist of the 
Massachusetts General Hospital of Boston 
spoke before the Durham-Orange County Heart 
Association February 19. The meeting was held 
in the Clinic Auditorium of the University of North 
Carolina School of Medicine. The topic of his talk 
was “The Changing Pattern of Cardiology.” 


The Department of Psychiatry of the University 
of North Carolina School of Medicine (Dr. George 
C. Ham, professor and chairman of the depart- 
ment, and Dr. Lucie Jessner, professor and director 
of the Child Psychiatric Section) announces the 
opening on February 1, 1958, of a nine-bed Child 
Psychiatric Inpatient Service in the North Carolina 
Memorial Hospital for intensive diagnostic evalua- 
tion and short term therapy of emotionally dis- 
turbed children under 12 years of age. Children 
may be referred as private or as staff patients 
from North Carolina and as private patients from 
other states. 

Inquiries should be addressed to the Admissions 
Officer, Psychiatric Center, North Carolina 
Memorial Hospital, Chapel Hill, North Carolina. 
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POSTGRADUATE COURSE 


Duke University School of Medicine will offer 
a postgraduate course on rheumatic diseases at 
Duke Hospital, March 10 and 11. 

The meeting will originate in Room 203 of the 
hospital. The registration fee is $15.00. Rooms 
will be available in the Graduate Dormitories, and 
meals may be obtained in the Graduate Dormitory 
or in the University Union. Fourteen hours of 
Category I credit will be allowed. 

On the guest faculty will be Dr. Russell L. 
Cecil of Cornell University School of Medicine; 
Dr. Elam C. Toone, Jr., Medical College of Virginia; 
and Dr. Amos N. Johnson of Garland. Other in- 
structors will be drawn from the Duke faculty and 
hospital staff. 

The program follows: 

Monday, March 10 
Morning Session 
9:00 Introduction, Dr. William M. Nicholson and 
Dr. Elbert L. Persons 
9:20 Rheumatic Fever in Adults—Dr. Grace F. 
Kerby 


10:00 Rheumatic Arthritis, Past Present and 
Future, As a Medical Concept of a Specific 
Disease—Dr. Cecil 

10:30 Intermission 

10:40 The Rheumatic Aspects of Systemic Lupus 
Erythematosus—Dr. Toone 

11:00 Marie-Strumpel Disease and Other Dis- 
eases of the Spine—Dr. Lenox D. Baker 

11:30 Miscellaneous Problems Seen in Hospital 


Clinics—Captain Barrett and Dr. Donald E., 
McCollum 

12:00 Noon-1:00 P.M. Duke Teaching Conference 
—Drs. Cecil, Toone, and others, Extra- 
articular Manifestations of Rheumatic Dis- 
eases 

Afternoon Session 

2:00 Gout—Dr. James B. Wyngaarden 

2:30 Scleroderma, Polyarteritis, Dermatomyosi- 
tis, ete.—Dr. Kerby 

3:00 The Infectious Arthritides and Their 
Treatment—Dr. Frank W. Clippinger 

3:20 Intermission 

3:30 Diagnostic Approach to Patient— 
Dr. Persons 

3:45 Psycho-physiologic Reactions in 
Skeletal Disease—Dr. Bernard Bressler 

4:30 Posture and Exercise—Mr. Roy A. Gilchrist 

Monday Night 
(Woman’s College Auditorium, 7:45 P.M.) 

Public Forum on Rheumatic Disease—Drs. 
Cecil, Toone, Baker, Orgain (Edward S.), 
and Johnson 


Musculo- 


Tuesday, March 11 
Morning Session 
9:00 Therapeutic Approach, With or Without a 
Diagnosis—Dr. Persons 
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9:20 Laboratory Aids in Diagnosis—Dr. Kerby 
9:45 X-ray Aids—Drs. Joseph K. Isley and 
George J. Baylin 


10:15 Intermission 

10:25 Treatment of Degenerative Problems in the 
Hips and Spine, and Low Back Pain—Dr. 
J. Leonard Goldner 

11:00 Management of Rheumatoid Arthritis— 
Dr. Toone 

12:00 Noon-1:00 P.M. Teaching Conference—Drs. 


Nicholson, Engel (Frank L.), Toone, and 
others 
Afternoon Session 

2:00 Rheumatic Fever, New or Recurrent, Treat- 
ment and Prophylaxis—Dr. Orgain 

2:30 Treatment and Management in Gout— 
Dr. Wyngaarden 

3:00 Surgical Approach to the Feet and Hands 
in Chronic Rheumatism—Dr. James E. 
Kelley 

3:20 Intermission 

3:30 Clinic, with case presentations and discus- 
sion by the faculty and course registrants 


NEWS NOTES FROM THE 
DUKE UNIVERSITY SCHOOL OF MEDICIN® 
Some 40 physicians from North 
Carolina attended a three-day advanced postgra- 
duate course in electrocardiography at the Duke 
University Medical Center last month. 


throughout 


Dr. Edward S. Orgain, professor of medicine at 
Duke, directed the course. 

Enrolled were general practitioners and specia- 
lists in diseases of the internal organs. Instructors 
included Drs. E. Harvey Estes, George Maha (CQ), 
and Walter Floyd, all of the Duke staff. 

The course, one of two in electrocardiography 
offered annually as part of the Duke program of 
medical postgraduate education headed by Dr. 
William M. Nicholson, was given in cooperation 
with the Heart Disease Control Section of the 
State Board of Health. An introductory course is 
given each June. 


A four-day Heart Disease Institute for child wel- 
fare workers and vocational guidance counselors 
was held at Duke University January 28-31. 

The institute, sixth in a series initiated in 1956 
and conducted by the Duke Medical Center’s Social 
Service Department, was devoted to study of the 
problems of juvenile heart patients. 

Participants in the program included Dean W. 
C. Davison and Dr. Jerome S. Harris, of the Duke 
Medical School faculty, and the following repre- 
sentatives of the State Board of Health: Dr. C. 
B. Kendall, chief of the Crippled Children’s Section, 
and Dr. Charles Williams, pediatric consultant. 

Serving as instructors and discussion leaders 
for the institute were Duke Medical Center staff 
members and representatives from the Durham 
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Child Guidance Clinic, Charlotte and Mecklenburg 
County Heart Association, and the State Board of 
Health. Miss Madge Aycock of the Duke social 
service staff was institute coordinator. 

A Duke University Medical Center research 
team working under provisions of two U. S. Public 
Health Service grants that total $51,100 has be- 
gun studying bodily reactions to various psycholo- 
gic stresses. 

Principal investigators for the projects are Dr. 
Albert J. Silverman, director of the Duke psychiatry 
department’s psychophysiology laboratory, and Dr. 
Sanford I. Cohen, associate director of the labora- 
tory. 

A grant of $36,100 from the National Institute 
of Mental Health, USPHS, has been made to sup- 
port an investigation of the relationships that exist 
between emotions and various bodily changes. 

This work is being done in association with Dr. 
McChesney Goodall, associate professor of surgery 
at Duke and a specialist in the study of body hor- 
mones that include those under investigation. 

A second grant of $15,000 came from National 
Institutes of Health funds awarded to Duke Uni- 
versity last summer for the support of a Regional 
Center for the Study of Aging. The project being 
conducted under this grant utilizes psychologic 
and electronic devices to study the responses of 
elderly people to various laboratory stresses. 


GREENSBORO ACADEMY OF MEDICINE 


The Greensboro Academy of Medicine will hold 
its eleventh annual symposium on Thursday, March 
27, at the Jefferson Club on the outskirts of 
Greensboro. 

The symposium will begin at 10:30 a.m., and 
will be concluded with a social hour and banquet. 
Speakers and topics have been announced as fol- 
lows: 

Dr. Edward Gall, Professor of Pathology, Uni- 
versity of Cincinnati College of Medicine, Cincin- 
nati, Ohio—“Liver Biopsy” 

Dr. Will Sealy, Professor of Surgery, Duke Uni- 
versity School of Medicine, Durham—‘Problems 
in Selection of Patients for Open Heart Surgery” 

Dr. James S. Krieger, Chief of Gynecology, 
Cleveland Clinic Foundation, Cleveland, Ohio— 
“The Care of the Terminal Cancer Patient” 

Dr. Claude E. Welch, Associate in Surgery, 
Harvard Medical School, Boston—“Carcinoma of 
the Stomach” 

Dr. William Meacham, Professor of Neurosur- 
gery, Vanderbilt University, Nashville, Tennessee 
— “Treatment of the Ruptured Intervertebral Disc” 

Dr. J. D. Myers, Professor of Medicine, Uni- 
versity of Pittsburg School of Medicine, Pittsburg, 
Pennsylvania 

Dr. Clarence Little, Director of Scientific Ad- 
visory Board of the Tobacco Industry Research 


February, 


Committee (After-dinner Speaker)—Subject 
announced 

The American Academy of General Practice 
award five hours of credit (Category I) for 
tending this symposium. 


FORSYTH COUNTY CANCER SYMPOSIUM 

The seventh annual cancer symposium sponsored 
by the Forsyth County Medical Society in coopera- 
tion with the Forsyth Cancer Service, will be held 
at the Hotel Robert E. Lee, Winston-Salem, on 
April 10. The tentative program has been entitled 
“Recent Advances in Chemotherapy of Leukemias 
and Lymphomas.” 

Afternoon Program 

1:00 Registration 

1:15 Call to Order 

1:30 Review of Classification in the Incidence 

of Leukemias and Lymphomas—Dr. C. L. 
Spurr, Bowman Gray School of Medicine, 
Winston-Salem 
Concepts of Chemotherapy—Dr. Ralph 
Jones, The University of Florida School of 
Medicine, Miami 
The Role of Radiation Therapy in 
Leukemias and Lymphomas—Dr. James 
Lofstrom, Detroit Memorial Hospital, 
Detroit 
A Clinical Management Program—Dr. 
Spurr, Moderator 
Each participant will give a 15-minute 
discussion of clinical management, as 
follows: 
Acute Leukemia—Dr. James Holland, 
Roswell Park Memorial Park, Buffalo, 
New York 
Chronic Lymphatic Leukemia—Dr. Jones 
Lymphomas—Dr. Lofstrom 
Chronic Granulocytic Leukemia—Dr. 
Spurr 

Dr. James F. Holland will speak at the evening 
meeting on a subject in keeping with the obser- 
vance of Cancer Education Month. 

For information write Dr. William H. Boyce, 
chairman of the Forsyth Cancer Committee, The 
Bowman Gray School of Medicine of Wake Forest 
College, Winston-Salem. 


SIXTH ANNUAL HOSPITAL Foop 
SERVICE INSTITUTE 

The Sixth Annual Hospital Food Service Insti- 
tute will be held at State College, Raleigh, North 
Carolina, March 12, 13, 14, 1958. This Institute, 
which is sponsored by North Carolina Hospital 
Association, North Carolina Dietetic Association, 
and North Carolina State Board of Health, is 
planned for food service supervisors and food ser- 
vice managers in the 20 to 100 bed hospitals that 
do not employ graduate dietitians. The administra- 
tors, and also nurses to whom responsibility for 
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the dietary department is assigned, are urged to 
attend. 

Since attendance will be limited, it is important 
that registration be made well in advance. 

Registration is $7.50 for North Carolinians and 
$10.00 for out-of-state applicants. 

For further information, write to the Nutrition 
Section, State Board of Health, Raleigh, North 
Carolina. 


NORTH CAROLINA FEDERAL SERVICE 
CAMPAIGN COMMITTEE 

Current emphasis on research for military pur- 
poses should not lessen public awareness of the 
need for medical research, according to the deans 
of North Carolina’s three medical schools. In a 
joint statement issued recently, Deans C. C. Car- 
penter of Bowman-Gray School of Medicine in 
Winston-Salem, W. C. Davison of Duke, and W. R. 
Berryhill of the University of North Carolina 
pointed out that in the past 10 years, “tremendous 
strides have been made in better methods of diagno- 
sis, treatment by drugs, correction by surgery, and, 
in some instances, prevention of diseases that af- 
flict millions of Americans. This progress,” con- 
tinued the statement, “could not have been made 
without the dedicated efforts of medical scientists 
at research centers throughout the nation.” 

As sources of funds for medical research, the 
deans cited the federal government, national 
voluntary health agencies, pharmaceutical and 
other industries, and private foundations. Total 
amount allocated by nine voluntary health agencies 
for research during the current fiscal year was 
stated to be over $15 million. Of this amount, six 
agencies spent $332,442 on projects at research 
centers in North Carolina: 


American Cancer Society $175,425.00 
American Heart Association 96,000.00 
National Tuberculosis Association 26,865.00 
National Society for Crippled 

Children & Adults 18,975.00 


National Multiple Sclerosis Society 9,200.00 
United Cerebral Palsy Association 5,977.00 


$332,442.00 
“The role of the voluntary health agencies in 
public and professional education and in community 
programs to rehabilitate patients is no less signi- 
ficant than their activities,” the deans said. “This 
work depends on public support. It must go for- 
ward if man’s ancient enemies—disease and dis- 
ability—are to be conquered,” they concluded. 
Among the projects under way at North Caro- 
lina’s medical schools are studies on the causes 
and control of heart and kidney disease, cancer, 
congenital deformities, cerebral palsy, and mul- 
tiple sclerosis. Also work is going forward for the 
development of an anti-tuberculosis vaccine. 
This research is being stressed during the cur- 
rent Federal Service Campaign for National 
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Health Agencies. The campaign, which was initiated 
by a White House directive last year covering 
federal policy on fund-raising activities at instal- 
lations of government employees, extends from 
January 15 through March 15. 

In North Carolina, John Larkins, Jr., attorney 
of Trenton, is volunteer State Chairman in charge 
of the campaign. His committee consists of re- 
presentatives of all participating national health 
agencies. 


NORTH CAROLINA SOCIETY FOR 
CRIPPLED CHILDREN AND ADULTS 

Patients, bedridden for years as a result of 
crippling disease and accidents, are not only walk- 
ing again but they are earning a living, caring 
for their families, and children are going to school 
as a result of the physical therapy program of 
the North Carolina Society for Crippled Children 
and Adults. 

Two physical therapists, one working in 10 
counties out of Chapel Hill and one working in 
three counties out of Fayetteville, have treated 
a total of 198 patients. They not only work closely 
with the doctors in teaching the patients exercises 
and techniques in overcoming handicaps, they train 
the families to help the crippled person to help 
himself. Their aim is rehabilitation of the crippled 
and often one of the first steps is to get the 
patient out of that bed that has held him for 
years. 

The total cost of the programs has been $6,582.42 
in the Chapel Hill—Duke area and $3,658.47 in the 
Fayetteville area. Some of the costs have been 
born by the patients and some by agencies in the 
communities. But whether a patient could afford 
the cost or not, the service was rendered. All pa- 
tients had to be referred to the North Carolina 
Society for Crippled Children and Adults by re- 
liable physicians. 


NEWS NOTES FROM THE 
UNIVERSITY OF NORTH CAROLINA SCHOOL 
OF PUBLIC HEALTH 
A number of experts in the field of radiation 
and public health, both on the state and national 
levels, participated in a seminar sponsored by the 
University of North Carolina School of Public 

Health on January 27. 

The seminar was the opening session of a three- 
day annual Seminar on Radiation and Public 
Health sponsored by the Department of Sanitary 
Engineering, UNC School of Public Health, and 
the North Carolina State Board of Health. 

Speakers included Drs. George O. Doak, Marvin 
L. Granstrom, and Leon D. Freedman, School of 
Public Health; Dr. Paul Shearin, Department of 
Physics; Henry J. Rechen, U. S. Public Health 
Service, Washington; E. Jack Story, North Caro- 
lina State College, and J. S. Ameen, North Carolina 
State Board of Health. 
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FIRST DISTRICT MEDICAL SOCIETY 

New officers of the First District Medical Society 
elected at the December meeting of the society are 
as follows: Dr. William Romm, Moyock, president; 
Dr. Charles Wright, Jarvisburg, vice president; Dr. 
Fletcher Bailey, Elizabeth City, secretary-treasurer. 

Following a social hour and dinner, Dr. Joe 
Fleetwood, Jr., of Conway described his experiences, 
medical and otherwise, as a Navy Medical officer 
accompanying the 1956-1957 Antarctic Expedition. 
The lecture was illustrated with Kodachrome slides 
taken by the speaker. 


FORSYTH COUNTY MEDICAL SOCIETY 

The Forsyth County Medical Society held its 
regular monthly dinner meeting at the Hotel 
Robert E. Lee in Winston-Salem, on February 11. 
Dr. William H. Sprunt, III, associate professor of 
radiology at the University of North Carolina, 
spoke on “The Value of Standard X-ray Examina- 
tion in Heart Disease.” 


ROBESON COUNTY MEDICAL SOCIETY 
The Robeson County Medical Society held its 
monthly meeting on January 6, in Lumberton. Dr. 
Ronald Stephen, professor of anesthesiology, Duke 
University School of Medicine, discussed “Sodium 
Penethal Anesthesia.” 


NEWS NOTES FROM THE 
AMERICAN MEDICAL ASSOCIATION 
Introducing the New Today’s Health 

Today Health—A.M.A.’s popular health maga- 
zine—is having its face lifted! The coming months 
will bring many changes in the magazine—a new 
logo (title line), new cover layout, tint block 
“news” page, broader editorial base, new editorial 
style, and a completely new inside format. Since 
the A.M.A.’s Board of Trustees approved a re- 
organization plan for the magazine, the following 
changes in staff have been made: new editor 
James M. Liston, formerly special feature 
editor of Better Homes & Gardens; new associate 
editors—Dennis Orphan, previously associate edi- 
tor of McGraw-Hill’s Industrial Distribution, and 
William Vath, formerly managing editor of Nation- 
al Safety Council’s Safety News; production co- 
ordinator Robert Hendrickson, previously with 
Popular Mechanics Magazine. 

In addition, Today’s Health now has its own 
advertising review committee—Leo E. Brown, 
A.M.A. public relations director, chairman; Dr. 
Austin Smith, editor of Journal of the American 
Medical Association; C. Joseph Stetler, director 
of Law Department, and W. W. Hetherington, 
executive publisher, Today’s Health. 


A.M.A. Offers Aid In Battling the 1040 Form 


Don’t let those income tax forms get you down! 
Now’s the time to write to the A.M.A, Law De- 
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partment for its new booklet—“‘The Federal In- 
come Tax Guide for Physicians”—for answers to 
some of your most perplexing tax problems. This 
timely new booklet has been compiled from court 
decisions as well as rulings, regulations, and 
publications of the Internal Revenue Service. It 
has been designed to give physicians a_ better 
understanding of their rights and obligations under 
federal income tax laws. The Law Department staff 
has only one word of advice: Do not consider this 
booklet as a substitute for the services of a per- 
sonal tax adviser! Incidentally, this material is 
also scheduled to appear in the Journal of the 
American Medical Association. 


A.M.A. Schedules Conference 
On Perinatal Mortality 

The Committee on Maternal and Child Care of 
the A.M.A.’s Council on Medical Service will meet 
March 22-23 in Chicago. The second day of this 
meeting will be devoted to a joint conference with 
North Central area physicians interested in pro- 
blems concerning perinatal mortality and mor- 
bidity. 

The Committee is working toward the develop- 
ment of a “Guide for Study of Perinatal Mortality 
and Morbidity” as an appropriate sequel to its 
1957 publication, “Guide for Maternal Death 
Studies.” 


A.M.A. Presents New Radio Health Series 


To give your community a monthly report on 
the newest and best in medicine, the American 
Medical Association introduces its new radio tran- 
scription series—‘Health Magazine of the Air.” 
Based on current items from Today’s Health maga- 
zine, the new 15-minute series features H. V. 
Kaltenborn, veteran newscaster and radio-TV com- 
mentator, and W. W. Bauer, M.D., director of 
A.M.A.’s Bureau of Health Education. 


Seasonal health spot announcements—three 15- 
seconds; three 30-seconds, and two one-minutes— 
will be presented on the reverse side of the plat- 
ters. These spots will be given by popular movie 
personalities who contribute their time as a public 
service. 

First shipment of the new transcription will be 
made to approximately 400 radio stations through- 
out the country this month (February). The plat- 
ters will be released about the fifth day of each 
month from February through December, 1958, 
for immediate broadcast. Although the present 
selection of stations has been based on those pre- 
viously airing A.M.A. radio transcriptions, local 
medical societies may write the Bureau of Health 
Education for further information regarding ad- 
ditional outlets. 


A.M.A. Plans Meeting on the Aged 


Problems of the aging and ways that the medi- 
cal profession can assume leadership in helping 
to solve them will be discussed at a regional meet- 
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ing of the A.M.A.’s Committee on Aging March 
29-30 in Birmingham, Alabama. Representatives 
of the. state medical associations of Alabama, 
Arkansas, Florida, Georgia, Kentucky, Louisiana, 
Mississippi, North Carolina, South Carolina, and 
Tennessee have been invited to attend the con- 
ference sponsored by the Council on Medical Ser- 
vice. This meeting will be similar to those held 
previously in Seattle, Dallas, and Philadelphia. 
Proceedings of some of these earlier meetings have 
been published, and are available on request from 
the Council. 


INDUSTRIAL HEALTH CONFERENCE 


How to keep workers healthy and on the job 
through control of hazardous exposures in the 
working environment and provision of preventive 
medical services in industry will be the subject of 
a national Industrial Health Conference, to be held 
in Atlantic City, New Jersey, April 19-25, 1958. 
The Conference, an annual meeting, brings togeth- 
er physicians, nurses, engineers, chemists, toxicol- 
ogists, and other specialtists to discuss recent devel- 
opments, problems, and progress in worker health. 


Expected to attend the Conference are more than 
3,000 members of the five participating organiza- 
tions, the Industrial Medical Association, the 
American Association of Industrial Dentists, the 
American Association of Industrial Hygiene, the 
American Association of Industrial Nurses, and 
the American Conference of Governmental Indus- 
trial Hygienists, as well as representatives of in- 
dustrial management, labor, and others concerned 
with health in industry. 


UNIVERSITY OF OKLAHOMA SCHOOL 
OF MEDICINE SYMPOSIUM 


On March 14 and 15 the University of Okla- 
homa School of Medicine will hold its fourth an- 
nual symposium on Surgery, Radiology, and Path- 
ology. Problems of the pediatric patient related to 
these fields will be the subject material. The pro- 
gram has been developed by the Departments of 
Surgery, Radiology and Pathology and the Division 
of Postgraduate Medicine of the University of 
Oklahoma Medical Center, and is being co-spon- 
sored by the Oklahoma Chapter of the American 
College of Surgeons, Oklahoma Association of 
Radiologists, and Oklahoma Association of Path- 
ologists. 

Registration will be open to all physicians. There 
will be a registration fee of $15.00. Members of 
the Armed Forces, interns and residents may at- 
tend without charge. Interns and residents must 
present a letter from the chief of staff of their 
hospital. Further information may be obtained by 
writing to the Division of Postgraduate Educa- 
tion, University of Oklahoma School of Medicine, 
Oklahoma City, Oklahoma. 
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AMERICAN MEDICAL WRITERS’ ASSOCIATION 

The January issue of the Mississippi Valley 
Medical Journal features the papers presented at 
the fourteenth annual meeting of the American 
Medical Writers’ Association in St. Louis last Sep- 
tember. Among the authors are Drs. Morris Fish- 
bein, Austin Smith, Dean F. Smiley, and many 
others. 

In addition, this issue features an unusually 
interesting educational paper entitled, “Let’s Im- 
prove the Curriculum in Our Publie Schools,” by 
Dr. Harold Swanberg, Secretary of the Writers’ 
Association and General Chairman of the Quincy 
Major Learning Program. 


PSYCHIATRIC SPEAKERS BUREAU 

The General Practitioner Education Project, 
jointly sponsored by the American Psychiatric 
Association and the American Academy of General 
Practice, is interested in the development of post- 
graduate psychiatric education for the family phy- 
sician. One of the services offered by the project 
is a Speakers Bureau, which is prepared to supply 
names of psychiatrists who are willing to serve as 
guest lecturers while on vacation. Medical so- 
cieties, hospitals, etc., which are interested in ob- 
taining names of psychiatric speakers, please ad- 
dress the G. P. Project, American Psychiatric 
Association, 1785 Massachusetts Avenue, N.W., 
Washington, D. C. 


ILLINOIS STATE MEDICAL SOCIETY 
A.M.A. Meeting Hawaiian Tour 

A trip to the Hawaiian Islands has been planned 
in connection with the annual meeting of the 
American Medical Association in San Francisco in 
June. The journey will be sponsored by the Illinois 
State Medical Society for the benefit of its mem- 
bers and their families, but other physicians and 
their families are being invited to join the group. 

The trip can be made for as little as $533. A 
descriptive brochure, with complete information, 
may be had by writing to Mr. W. M. Moloney, vice 
president of the Harvey T. Mason Travel Com- 
pany, Inc., Professional Building, “Old Orchard,” 
Skokie, Illinois. 


NATIONAL FOUNDATION FOR 
INFANTILE PARALYSIS 

The National Foundation for Infantile Paralysis 
is again offering fellowships to postdoctoral in- 
vestigators, teachers, graduate students, and ex- 
perienced laboratory personnel with the bacca- 
laureate degree for participation in short courses 
in tissue culture. 

Further information and application forms may 
be obtained from the Division of Professional Edu- 
cation. Completed application should reach the Na- 
tional Foundation at least six weeks prior to the 
beginning of the course. 
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INTERNATIONAL COLLEGE OF SURGEONS 


The eleventh biennial International Congress of 
the International College of Surgeons will be held 
in conjunction with the twenty-third Congress of 
the United States and Canadian Sections (North 
American Federation) in Los Angeles, March 
9-14, 

An innovation of the meeting will be a surgical 
emergencies panel, to which members of the Amer- 
ican Academy of General Practice are invited. Dr. 
Ross T. McIntire of Chicago, executive director 
of the International College of Surgeons and form- 
er surgeon general of the U. S. Navy, will be the 
moderator. 

The scientific program, to be presented in the 
Ambassador Hotel, will consist of papers, panels, 
and symposiums. 

A wide range of subjects will be presented, with 
particular emphasis upon the latest world develop- 
ments in surgery. The impact of Sputnik upon 
American medicine will be discussed. 

Additional information may be had by writing 
to Dr. Ross T. McIntire, executive director, In- 
ternational College of Surgeons, 1516 Lake Shore 
Drive, Chicago 10. 


PAN AMERICAN SANITARY BUREAU 


Seven million dollars have been contributed by 
the Government of the United States to the heads 
of the World Health Organization and the Pan 
American Sanitary Organization in furtherance of 
the work of those international agencies in assist- 
ing governments throughout the world to eradicate 
malaria. 

In a ceremony held in the U.S. Department of 
State, Secretary of State John Foster Dulles 
presented a check of $5,000,000 to WHO Director- 
General Dr. M. G. Candau, and another check for 
$2,000,000 to Dr. Fred L. Soper, Director of the 
Pan American Sanitary Bureau, Regional Office of 
WHO for the Americas. 

In presenting the checks, Mr. Dulles stressed 
the continuing American interest in the humanitar- 
ian goals of international organizations, citing the 
present contribution as a concrete example of this 
interest. 


TOBACCO INDUSTRY RESEARCH COMMITTEE 


Extensive scientific research now under way into 
tobacco use and human health does not substantiate 
generalized charges against smoking as a cause 
of cancer, Dr. Clarence Cook Little, Scientific Di- 
rector of the Tobacco Industry Research Commit- 
tee, said in his 1957 Report. 

“Broad and specific accusations and claims of 
harmful effects from tobacco have been made,” he 
said, “and the incorrectness or correctness of such 
statements must be proved, no matter how long or 
how difficult the effort may be. 

Dr. Little’s report discusses some of the ques- 
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tions and problems continuing under study through 
grants to independent scientists from the Tobacco 
Industry Research Committee. Dr. Little js also 
chairman of the Scientific Advisory Board which 
passes on all grants. His Report covers the 12- 
month period ended July 1, 1957. 


DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE 


The attention of physicians who may be inter- 
ested in referring patients for study at the Clin- 
ical Center, National Institutes of Health, Bethes- 
da, Maryland, is called to the following announce- 
ment: 

Because of intensified research effort in these 
areas, diagnoses of particular interest to the Clin- 
ical Center at the present time include: Reiter’s 
syndrome, idiopathic thrombocytopenic purpura, 
drug purpura, hemophilia, and children with malig- 
nant neoplasms, particularly leukemia. 


Patients are considered for admission to the 
Clinical Center for study and treatment only when 
referred by their own physicians as having a diag- 
nosis required on one or more clinical research 
projects being conducted by the National Institutes 
of Health. Referrals should be by letter which in- 
corporates an adequate summary; however, pre- 
liminary inquiries by telephone may be made. 
Such communications should be addressed to the 
Director of the Clinical Center for registration 
and circulation among appropriate clinical groups. 
There is no charge to the patient for medical, 
surgical, or other hospital services rendered as a 
necessary part of his participation in the research 
program. Upon discharge of the patient back to 
his care, the referring physician receives a full 
report on findings, together with recommendations 
when indicated. 

Appointment to the National Advisory Heart 
Council of Dr. William P. Shepard of New York 
City has been announced by Surgeon General 
Leroy E. Burney of the Public Health Service, 
U. S. Department of Health, Education, and Wel- 
fare. 

Dr. Shepard is second vice president for health 
and welfare of the Metropolitan Life Insurance 
Company. 

* * 

The Public Health Service announced today that 
it is accepting applications from professional 
health workers for graduate training in public 
health for the 1958-1959 academic year. 

In addition to tuition and fees, the traineeships 
provide stipends covering the living expenses of 
the trainees and their legal dependents. Applica- 
tions should be submitted by March 1, 1958. 

Dr. Stuart M. Sessoms has been appointed 
assistant director of the National Cancer In- 
stitute, according to an announcement by Dr. 
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James A Shannon, Director of the National In- 
stitutes of Health. Dr. Sessoms has been Assistant 
Director of the Clinical Center at the National 
Institutes of Health since early 1954. 

Dr. Sessoms was formerly a member of the 
National Cancer Institute staff, first with the Clin- 
ical Medicine and Surgery Branch and later as 
Acting Chief of the General Medicine Branch. 

A native of North Carolina, he received the B.S. 
degree in pharmacy at the University of North 
Carolina, and the M.D. degree at the Medical Col- 
lege of Virginia. 


VETERANS ADMINISTRATION 


Atomic “photographs” are enabling Veterans 
Administration doctors to diagnose internal can- 
cer that cannot be found by other methods, VA 
announced recently. 

Dr. W. Edward Chamberlain, chief of the VA 
atomic medicine program in Washington, D. C., 
said the pictures are called scintigrams, which are 
used somewhat as x-ray films. Scintigrams are 
made with a device known as a scanner that re- 
cords radiation from doses of radioisotopes, Dr. 
Chamberlain said. 

Different radioactive substances are adminis- 
tered to patients to produce scintigrams of differ- 
ent organs. The patient who is to have a scinti- 
gram of the liver, for example, gets a dose of 
radioactive gold, because this substance becomes 
concentrated in the liver, Dr. Chamberlain said. 

More than 20 VA hospitals are using scinti- 
grams as an aid to diagnosis and treatment of 
patients with cancer and other conditions. 

* 

A new atomic medical test is helping provide 
better treatment for patients with anemia and 
stomach disorders in Veterans Administration hos- 
pitals, VA has announced. 

Dr. W. Edward Chamberlain, chief of the VA 
atomic medicine program in Washington, D. C., 
said doses of radioactive vitamin B,. are adminis- 
tered to patients and traced to find whether the 
vitamin is absorbed by the body. 

The procedure is useful in distinguishing pernic- 
ious anemia from other anemia and in planning 
treatment for patients who have had stomach sur- 
gery, he said. 


Mead Johnson of Mexico Receives Award 

Twin gold medals citing the laboratory and 
physician which have done the most during the 
year to further public health in Mexico have been 
awarded to Mead Johnson de Mexico, S. A., and 
the founder of the Mexican Academy of Surgery, 
Dr. Jose Aguilar Alvarez. 

The pharmaceutical house and Dr. Alvarez were 
the first to win these new annual awards, known 
as the Dr. Jimenez medals, of the Fundacion 
Medico-Farmaceutica. President Ruiz Cortines of 
Mexico made the presentations to A. J. Torrey, 
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president of Mead Johnson de Mexico, and the 
physician at an awards dinner this month (Novem- 
ber) in Mexico City. 

Mead Johnson de Mexico is a wholly owned 
subsidiary of Mead Johnson & Company of Evans- 
ville, Indiana, manufacturer of nutritional and 
pharmaceutical specialty products. The Mexican 
firm, founded in 1941, completed a new plait in 
Mexico City last August. It employs more than 
150 persons. 


The Month in Washington 


Russian advances in outer space have 
triggered a whole series of debates, not the 
least of which is the issue of the scope and 
extent of federal participation in higher 
education. From it may emerge at the very 
minimum a scholarship program benefiting 
premedical students and some medical stu- 
dents. 

Here are some of the questions that Con- 
gress will have to answer before it writes 
a final bill on federal aid to higher educa- 
tion: 


1. Should a program be limited to federal 
scholarships or should it include grant 
money for improving and enlarging colleges 
and universities, or for loans to students? 

2. If it is limited to scholarships, should 
they be noncategorical in nature rather 
than favoring specific disciplines? 

3. If noncategorical and thus benefiting all 
phases of higher education, how best to 
justify this approach in the national inter- 
est and national security? 

4. Finally, if aimed at specific disciplines, 
should not Congress require some obliga- 
tion for service on the part of the recip- 
ient? 

Some of the answers have been given in 
the administration’s plan now before Con- 
gress. As outlined by Secretary Folsom of 
the Department of Health, Education and 
Welfare, one billion dollars would be au- 
thorized over a four-year period. The money 
would go for 10,000 scholarships a year to 
bright students unable to finance their 
schooling, for National Science Foundation 
grants and fellowships for postdoctoral 
training and up to $125,000 for any one 
school to improve facilities. 

It has been explained that this program 
would benefit premedical students but that, 


From the Washington Office of the American Medical Asso- 
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since scholarships would be limited to four 
years, students would have to find other 
ways to finance most of their years in med- 
ical school. After receiving their medical 
degrees, however, they would be eligible for 
the fellowships from the National Science 
Foundation. 

The administration program favors the 
noncategorical approach, although prefer- 
ence would be given to high school students 
with good preparation in mathematics and 
the sciences. Students themselves would 
decide what college course to pursue. 

This program has met mixed reaction. 
Educators say considerably more money 
should be authorized — some asking for as 
much as four times the proposed one bil- 
lion dollars. 

The American Council on Education, 
which takes in nearly all accredited col- 
leges, universities and junior colleges, told 
a House Education subcommittee that the 
10,000 scholarships are “a minimum below 
which a program of effectiveness would be 
doubtful...” 

The council outlined for the subcommit- 
tee these guiding principles: 

1. The student should have complete 
freedom to choose his own program of stud- 
ies within the requirements set by the in- 
dividual institution. 

2. Stipends up to a maximum amount 
set generally for the program should be 
sufficient to enable the student to attend an 
eligible college. 

3. The student should not be denied the 
opportunity to attend any recognized col- 
lege or university properly accredited under 
a regional accrediting association. 

4. There should be no discrimination be- 


cause of race, creed, color or sex. 
* 


NOTES 
First legislative activity of interest to 
the medical profession this year was the 
House Ways and Means Committee’s month- 
long hearing on tax revision; testimony in 
favor of the Jenkins-Keogh bill was pre- 
sented late in January. 
* 
National Science Foundation is inviting 
colleges and universities to apply for finan- 
cial help in conducting in-service courses 
and institutes for advanced study by high 
school mathematics and science teachers. 
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Applications must be received by NSF be- 
fore March 15. 

A new national organization has been 
established to help in finding a cure for 
ulcerative colitis. Encouraged by the Na- 
tional Institute of Arthritis and Metabolic 
Diseases, the new foundation will use its 
funds to supplement those awarded by the 


federal government. 


After six months’ operation of the dis- 
ability payments program under social se- 
curity, benefits were going to more than 
131,000 and totaled $10 million a month. 
Within the next 12 months the rolls are ex- 
pected to increase to about 200,000, at an 
annual cost of about $175 million. 

Atomic Energy Commission has in effect 
reduced its permissible level of life-time 
radiation exposure by about two-thirds. The 
safety regulation applies to AEC employ- 
ees and those of AEC contractors. 

% 


Influential Representative John Fogarty 
(D., R.I.) wants the House to ask President 
Eisenhower to call a White House confer- 
ence on aging, at which medical and all 
other problems of the older population 
would be taken up. Mr. Fogarty also would 
attempt to interest states in similar con- 
ferences, to be conducted prior to the Wash- 
ington meeting. 

tk 

Community-wide chest x-ray campaign to 
detect tuberculosis, long a popular public 
health device, now are in disfavor with U.S. 
Public Health Service. PHS recommends 
instead that tuberculin skin tests be used 
generally, with chest x-rays reserved for 
selective groups likely to have high inci- 
dence of the disease. 


Classified Advertisements 


WELL ESTABLISHED Diagnostic Clinic in the 
Southwest needs orthopedist, ophthalmologist, 
pediatrician, allergist and internist. Must be 
Board recognized or qualified for examination. 
Excellent working conditions in Clinic Building. 
New, modern hospitals available. Expanding 
economic area. Delightful year round climate. 
Ample religious, social, educational and recrea- 
tional facilities. Gerald H. Teasley, M.D., South- 
ern Clinic, 401 East Fifth Street, Texarkana, 
Arkansas-Texas. 
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Tncreased nitrogen loss, with resulting nega- 
tive nitrogen balance, occurs in infection, 
trauma, major surgery, extensive burns, cer- 
tain endocrine disorders and starvation and 
emaciation syndromes. The intrinsic control 
of protein metabolism is lost and a protein 
“catabolic state” occurs. A patient requiring 
more than ten days of bedrest usually has had 
sufficient metabolic insult! to precipitate such 
a “catabolic” phase. 

Nilevar (brand of norethandrolone) has 
been used in patients with varied conditions 
including hyperthyroidism, poliomyelitis, 
aplastic anemia, glomerulonephritis, anorexia 
nervosa and postoperative protein depletion. 
The patients gained weight and felt better. 


EGATIVE NITROGEN BALANCE 


stimulates protein synthesis, 


Nilevar : corrects negative nitrogen balance 


It was concluded? that “the drug certainly 
caused a reversal of rather recalcitrant or 
progressive catabolic patterns of disease.” 

Nilevar is unique among anabolic steroids 
in that androgenic side action is minimal or 
absent. 

The suggested adult dosage is three to five 
tablets (30 to 50 mg.) daily. For children 1.5 
mg. per kilogram of weight is recommended. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


1. Axelrod, A. E.; Beaton, J. R.; Cannon, P. R., and others: 
Symposium on Protein Metabolism, New York, The National 
Vitamin Foundation, Incorporated, (March) 1954, p. 100. 

2. Proceedings of a Conference on the Clinical Use of Ana- 
bolic Agents, Chicago, Illinois, G. D. Searle & Co., April 9, 
1956, pp. 32-35. 
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help reduce 
the pressures 
IN your 
patients 


for total management 
of your hypertensive 
patients rely upon 


help reduce 
the pressures 
ON your 

patients 


RAUDIXIN 


Raudixin provides gradual, sustained towels of 
blood pressure in hypertensive patients, as well as 
a mild bradycardia. Hence, the work load of the 
heart is reduced. 

. often preferred to reserpine in private 
practice because of the additional gctivity 
of the whole root.” 

Corrin, K. M.: Am. Pract. & Dig. Treatment 8:721 (May) 1957. 


SQUIBB 


Squibb Quality—the Priceless Ingredient > 


Squibb Whole Root Rauweltia Serpentina 


Tranquilizing Raudixin helps relax the anxious 
hypertensive patient so that he is better able to 
cope with external pressures without being over- 
whelmed by them. By reducing these anxieties and 
tensions, Raudixin helps break the mental tension 
—hypertension cycle, 

Dosage: Two 100 mg. tablets once daily; may be adjusted 


within range of 50 to 300 mg. Supply: 50 and 100 mg. tablets. 
Bottles of 100, 1000 and 5000. \ 
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A versatile, well-balanced formula capable of modifying 
the course of common upper respiratory infections... 
particularly valuable during respiratory epidemics; when 
bacterial complications are likely; when patient’s history 
is positive for recurrent otitis, pulmonary, nephritic, or 


rheumatic involvement. 


Adult dosage for ACHROcIDIN Tablets and new caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 


cording to weight and age. 


Available on prescription only, 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, 
*Trademark 


PEARL RIVER, 


ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEOERLE 


TABLETS (sugar coated) Each Tablet contains: 


ACHROMYCIN® Tetracycline svapiiiatenadaens 125 mg. 
Phenacetin ; 120 mg 
Caffeine 30 mg 
Salicylamide 150 mg 
Chlorothen Citrate ‘ 


Bottles of 24 and 100. 


SYRUP (Jemon-lime flavored) Each teaspoonful (5 cc.) 
contains: 
ACHROMYCIN® Tetracycline 

Phenacetin 
Salicylamide 
Ascorbic Acid (C). 
Pyrilamine Maleate . 
Methylparaben 


Propylparaben 
Bottle of 4 oz. 


NEW YORK 
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NICOZOL relieves mental 
confusion and deterioration, 
mild memory defects and 
abnormal behavior patterns 
in the aged. 


NICOZOL therapy will en- 
able your senile patients to 
live fuller, more useful lives. 
Rehabilitation: from public 
and privateinstitutions may 
be accomplished: for your 
mildly confused patients by 
treatment with the Nicozol 
formula. ! 2 


N ICOZOLis in cap- 
sule and elixir forms. -Each 
capsule. or, teaspoonful toa 


contains :, 
Pehiylenetetrazol.. 100 mg. NORMAL 


Nicotinic Acid 
BEHAVIOR 


1, Levy, S., JAMA., 153:1260, 1953 


2. Thompson, BA Re PATTERN 


North Carolina-M.,J., 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, N. C. 


for professional samples of. 
NICOZOL capsules and literature on 
NICOZOL for senile psychoses. 


XL 
for nile plychoses From 
= CONFUSION 
4 
| 
| 
t a 
\ \ | 
__4 
i 
\. 


February, 1958 


ADVERTISEMENTS 


XLI 


a Major Breakthrough 
in EDEMA— 
in HYPERTENSION 


EDEMA—'DIURIL' is an entirely new, orally effec- 
tive, nonmercurial diuretic—classed as the most 
potent and most consistently effective oral agent avaii- 
able—with activity equivalent to that of the parenteral 
mercurials. It has no known contraindications. 


Indications: Any indication for diuresis is an indica- 
tion for 'DIURIL'. 


Dosage: One or two 500 mg. tablets of 'DIURIL' once 
or twice a day. 


HYPERTENSION-—'DIURIL' improves and sim- 
plifies the management of hypertension: it potentiates 
the action of antihypertensive agents and often 
reduces dosage requirements for such agents below 
the level of distressing side effects. 


Indications: Hypertension of any degree of severity. 


Dosage: One 250 mg. tablet 'DIURIL' two times 
daily to one 500 mg. tablet 'DIURIL' three times daily. 


Supplied: 250 mg. and 500 mg. scored tablets 
"DIURIL' (Chlorothiazide), bottles of 100 and 1,000. 


"DIURIL' is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., INc., Philadelphia 1, Pa. ‘ 


(CHLOROTHIAZIDE) 
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Income for the members of the 
North Carolina Medical Profession 


Pays From The First Day of Medical Attention Dur- 
ing Total Disability and Total Loss of Time Because 
of SICKNESS or ACCIDENT Originating After the 
Effective Dates of Coverages and For As Long As 


Total Disability, Total Loss of Time and Regular Medical Attention Continue 
NOT FOR ONLY 26 WEEKS—NOT FOR ONLY 52 WEEKS 
BUT EVEN FOR YOUR ENTIRE LIFETIME! 


House Confinement not required at any time. 
Accidental loss of hands, feet or eyesight pays monthly benefits— 
not just a lump sum. 


EXTRA BENEFITS—Double monthly benefits while you are hospi- 
talized payable for as long as three months. 

Cash benefits for accidental death. 

Double income benefits if disabled in specified travel accident 
named in the policy. ; 


OTHER IMPORTANT FEATURES—Waiver of Premium Provision. 
Limited Commercial Air Line Passenger Coverage. No Automatic 
Termination Age During Policy Period. A Special Renewal Agree- 
ment, 


EFFECTIVE DATES OF COVERAGES—EXCEPTIONS 


This policy covers accidents from Noon of the Policy date and sickness originating more 
than thirty days after the Policy Date, unless specifically excluded — except — the policy 
does not cover, and the premium includes no charge for loss which is caused by: war or any 
act of war or while in military service of any country at war; suicide or attempted suicide; 
insanity or mental derangement; travel outside the United States, Alaska or Canada (un- 
less otherwise extended by rider) and ¢ stonautics or air travel other than limited commer- 


cial air line passenger travel. 


(MP 3208) 
UNITED INSURANCE COMPANY OF AMERICA, ' 
: Lifetime Disability Income Dept. : INSURANCE 
= 301 East Boulevard, Charlotte 3, North Carolina. s COMPANY 
F | would like more information about your 7 OF AMERICA 
© lifetime disability income protection. 
: | understand | will not be obligated. s Home Office: Chicago 5, Illinois 
Address Mail coupon today while 
or attached letterhead. are still healthy 


(PENTAcRYTH: 


links 
freedom from 
anginal attacks 


with a shelter of 
tranquility 


In pain. Anxious, Fearful. On the road to cardiac 
invalidism. These are the pathways of 

angina patients. For fear and pain are inexorably 
linked in the angina syndrome. 


For angina patients— perhaps the next one who 

enters your office—won’'t you consider new 

CARTRAX? This doubly effective therapy combines 
PETN (pentaerythritol tetranitrate) for lasting 

vasodilation and ATARAX for peace of mind. 

} Thus CArRTRAX relieves not only the anginal pain 

but reduces the concomitant anxiety. 


Dosage and supplied: begin with | to 2 yellow CARTRAX 
“10” tablets (10 mg. pETN plus 10 mg. ATARAX) 3 to 4 times 
daily. When indicated, this may be increased for more 
optimal effect by switching to pink CARTRAX “20” tablets 
| (20 mg. PETN plus 10 mg. ATARAX.) For convenience, write 
tT “‘CARTRAX. 10” or “CARTRAX 20.” In bottles of 100. 
; CARTRAX should be taken 30 to 60 minutes before meals, on 
a.continuous dosage schedule. Use PETN preparations 
with caution in glaucoma. 
“Cardiac patients who show significant manifestations of 
anxiety should receive ataractic treatment as part of the 
therapeutic approach to the cardiac problem.”4 


New York 17, New York 1. Waldman, S., and Pelner, L.; Am. Pract. & Digest Treat. 8:1075 (July) 1957. 
Division, Chas. Pfizer & Co., Inc. TRADEMARK 
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PIPERAZINE 


Eliminate PINWORMS IN ONE WEEK 
_ ROUNDWORMS IN ONE OR TWO DAYS” | 


“ANTEPAR’ SYRUP - Piperazine Citrate. 100 mg. per ee. 
‘ANTEPAR’ TABLETS - Piperazine Gitrate, 250 or 504 


WELLCOME & co. 


| _ for “This Wormy World” | 
hi 
| 
<<a 
ip: 
‘ANTEPAR’ WAFERS Piperazine Phosphate, 500 m 
(U.S.A. INC., Tuckahoe, N.Y. 


relaxes 
both 


mind 


muscle 


without 
impairing 
mental 

or physical 
efficiency 


well tolerated, relatively 
nontoxic / no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal stuffiness / 
well suited for prolonged therapy 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets. Usual dosage: One or two 400 mg. tablets t.i.d. 


For anxiety, tension and muscle 
spasm in everyday practice. 


Miltown 


tranquilizer with muscle-relaxant action 


dicarbamate 
THE ORIGINAL MEPROBAMATE | 


DISCOVERED & INTRODUCED BY | 
® } 

WwW} WALLACE LABORATORIES | 


NEW BRUNSWICK, NEW JERSEY | 


{ 
| ( 
Yee 
| 
: 
| 
| 
| 
>. 
| 


Two-dimensional 
treatment 


AN IMPORTANT ADVANCE IN MENOPAUSAL 


Because it replaces half control with full control. 


Because it treats the whole menopausal syndrome. 


Because one prescription manages both the 


psychic and somatic symptoms. 


SUPPLIED: Bottles of 60 tablets. 
Each tablet contains: 
MILTOWN® (meprobamate, Wallace) ..................2..0..000000000000e 400 mg. 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate. 
U. S. Patent No. 2,724,720. 


Conjugated Estrogens (equine) 0.4 mg. 
Licensed under U. S. Patent No. 2,429,398. 


DOSAGE: One tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 
Samples and literature on request. 


MILTOWN® CONJUGATED ESTROGENS (EQUINE) 
A Proven Tranquilizer A Proven Estrogen 


® 
i WALLACE LABORATORIES, New Brunswick, N. J. 


who discovered and introduced Miltown, the original meprobamate. 


| 
a 
| h 


A NEW LOOK AT ALLERGENS 
me) LAKE A LOOK AT NEW DIMETANE 


There is no antihistamine better than DIMETANE for allergic protection. DIMETANE 


E gives you good reasons to re-examine the antihistamine you are now using: unex- 
: celled potency, unsurpassed therapeutic index and relative safety...minimum 


| drowsiness or other side effects. Has been effective where other antihistamines have 
failed. DIMETANE Extentabs*® (12 mg.) protect for 10-12 hours on one tablet. Also 
available: Tablets (4 mg.), Elixir (2 mg. per 5cc.). 


A. H. ROBINS CO., INC., Richmond 20, \ irginia fat PARABROMOYLAMINE MALEATE) 
Ethical Pharmaceuticals of Merit Since 1878 
*Typical Allergens: Animal Hair and Dander Pollen Molds + Bactena | 
and Viruses + Feathers + Insect Scales + Vegetable Fibers and Seeds i 4 
Plant Juices - House Dust + Drugs and Chemicals « Minerals and Metals. py, _ 


iy 
4 
| 
| 
| 
i 
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Prescription for Your Peace of Mind 


Among the many worries of the Professional Man is the worry 
about what will happen if he becomes disabled by sickness or 
accident. Chances are his professional income stops; there’s no 
boss to keep him on the payroll; no 30-day sick leave; no work- 
men’s compensation. Financial disaster might face his family 
and himself. 


Protection against that kind of disaster is the reason for Mutual 
of Omaha's PROFESSIONAL MEN’S PLAN of accident and health 
insurance. Protect yourself by enrolling now in this plan designed 
to meet the special problems of the Professional Man. 


Full details without obligation. Address Professional Department, 
Mutual of Omaha. 


Mutual: 


OF OMAHA 


Largest Exclusive Health and Accident Company in the World. 


G. A. RICHARDSON, General Agent J. A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 
J. P. GILES, General Agent 
Asheville, N. C. 


: 
A 
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a carefully formulated analgesic-sedative. For 
effective symptomatic relief in the treatment of 
colds and less severe types of respiratory tract 
infections. The presence of phenobarbital is of 
value in nervous and apprehensive patients and in 
those cases where mild sedation is desired. 


Each HASAMAL tablet or capsule contains: 


Warning: May be habit-forming 

Acetylsalicylic Acid ............ 162.5 mg. (21% gr.) 

Acetophenetidin ..............- 162.5 mg. (2% gr.) 

Atropine Sulfate ............... 0.00065 mg. 

Hyoscine Hydrobromide ........ 0.0011 mg. 

Hyoscyamine Hydrobromide .... 0.0325 mg. 


HASACODE 


When severe pain demands more potent measures, 
Hasacode provides the actions of Hasamal, plus 
codeine. Available in 2 codeine strengths, 1/4 gr. 
(Hasacode) and 14 gr. (Hasacode “Strong”). 


Supplied: Hasamal — Tablets or capsules, 
bottles of 100, 500 and 1,000. Hasacode and 
Hasacode “Strong” — bottles of 100 and 500 
tablets. 


Write for free samples and literature. 


CHARLES C. HASKELL & CO., INC., Richmond, Virginia 


i 
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@ Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 
Therapy @ Supervised Sports @ Religious Services 


Plus coe 
Your patients spend many hours daily in healthful out- 


T door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
\| \\ Hh Florida’s Sunny West Coast . 
4 Rates Include All Services and Accommodations 


Brochure and Rates Available to Doctors and Institutions 


A MODERN HOSPITAL FOR é 

Medical Director—Samuel G. Hibbs, M.D. 
EMOTIONAL READJUSTMENT Assoc. Medical Director_-WalterH. Wellborn, Jr.,M.D. 
TARPON SPRINGS FLORIDA PeterJ.Spoto,M.D. ZackRuss,Jr.,.M.D. ArturoG.Gonzalez,M.D. 


Consultants in Psychiatry 


N THE GULF OF MEXICO 5s. c. Werson, M.D. E. Phillips, M.D. W. H. Bailey, M.D. 


Fhone: Victor 2-191! 


for your complete insurance needs... 


* PROFESSIONAL 
* PERSONAL 
* PROPERTY 


CHOSEN BY MEDICAL SOCIETY OF THE STATE 
OF NORTH CAROLINA FOR PROFESSIONAL 


LIABILITY INSURANCE 


1053 
of 


THERE IS A ST. PAUL AGENT IN YOUR COMMUNITY 
AS CLOSE AS YOUR PHONE 


Head Office: Charlotte, North Carolina Service Office: Raleigh, North Carolina 
412 Addison Bldg. Edison 2-1633 323 W. Morgan Street. Temple 4-7458 


HOME OFFICE: 111 W. FIFTH STREET —-ST. PAUL 2, MINNESOTA 


\ 
| 
(Cominios, 2 
*Cury 
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SuLtTuSSIN 


Sulfamera 
Sulfamethazine 


S 
Consider. | 
' 
> | upper respiratory disorders | 
concomitant use to 
@ control sec 
— rs of rheumatic fever, 
nephritis other c ice is 
‘Phenyitoloxamine Dihydrogen Citrate. 6.25 mg. complete literature — write... 
— 
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You can specify 


Pablum High Protein Cereal was 
created to help meet baby’s protein 
needs during the first year of growth. 
It is 35% protein, a level much higher 
than in many foods known for high 
protein content. It satisfies baby’s 
hunger for longer periods of time— 


Happy, sleepy 


BRAND 


longer night periods. Babies also relish 
Pablum Mixed Cereal, Rice Cereal, 
Barley Cereal and Oatmeal... 
the baby cereals made to pharma- 
ceutical standards of quality —espe- 
cially processed for extra smoothness 
and lasting freshness. 


Sweet dreams, form a shade 


O’er my lovely infant's head 
Sweet dreams, pleasant dreams 


time for bed. 


@© MEAD JOHNSON & COMPANY 


«uth confidence 


Dum Doduata, DIVISION OF MEAD JOHNSON & CO., EVANSVILLE, INDIANA @ MANUFACTURERS OF NUTRITIONAL AND PHARMACEUTICAL PRODUCTS, 


- | 
C 
| 
PABLUM 
¥ Hi h 
High 
Protein 
Cereal 
¢ 
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the chill 
the cough 


the aching muscles 


Viral upper respiratory infection.... For this patient, your management will be twofold— 
prompt symptomatic relief plus the prevention and treatment of bacterial complications. 
PEN: VEE-Cidin backs your attack by broad, multiple action. It relieves aches and pains, and 
reduces fever. It counters depression and fatigue. It alleviates cough. It calms the emotional 
unrest. And it dependably combats bacterial invasion because it is the only preparation of its 


kind to contain penicillin V. 


SUPPLIED: Capsules, bottles of 36. Each capsule contains 62.5 mg. (100,000 units) of penicillin V, 194 mg. of 
salicylamide, 6.25 mg. of promethazine hydrochloride, 130 mg. of phenacetin, and 3 mg. of mephentermine sulfate. 


This advertisement con- 
forms to the Code for 
Advertising of the = 
cians’ Council for | 

mation on Child Health. 


' 


% Penicillin V with Salicylamide, Promethazine Hydrochloride, Phenacetin, and Mephentermine Sulfate, Wyeth 


the fever 


Philadelphia 1, Pa. 


“3 a A 
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SENSITIZE 


USE 


brand 


POLYMYXIN B—BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


Bis BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥. 


| 


| 
| 


in common 
mixe@ 


infections 
... tetracycling 
phosphate 
aloné 


in potentially 
serious 
infections 
... tetracycline 
phosphate 
plus 
novobiocin 


for the 

7 monilia- 
susceptible 
types 
...tetracycline 
phosphate 
plus 
nystatin 


‘ 
‘ 
4 
4 
¥ 
a 
4 


in common 
mixed 
infections 
... tetracycline 
phosphate 
alone 


PANMYCI 
Phosphate 


for children: 


in potentially 
serious 
infections 

... tetracycline 
phosphate 
plus 
novobiocin 


PANALBA 


for the 
) 7 monilia- 
susceptible 
types 
... tetracycline 
phosphate 
plus 
nystatin 


| 


* BRCAD-SPECTRUM 

N TETRACYCLINE 
InN ITS MOST 
EFFICIENT FORM 

a Produces more tetracycline. 
in the blood with no more in a4 
the dose. No calcium to 
depress blood levels.) Basic 


bread-spectrum therapy in 
i N K bronchitis, pharyngitis, 
otitis media, tonsillitis, and a 


err other common respiratory 
infections. 
1. Welch, H.; Wright, W. W.; and 
Staffa, A. W. Antibiotic Med. 


& Clin. Therapy 4:620, 1957. 


THE BREADTH OF 

PANMYCIN PHOSPHATE PLUS 
THE ANTIMICROCOCCAL 
“DEPTH OF ALBAMYCIN' 

Offers maximum antimicrobial 
action. at the earliest 

possible moment. The 
antibiotic preparation 6f first 


resort in pneumonia of 
furunculosis, 


cellulitis, and infections 
_fesistant te previous therapy. 


PANMYCIN PHOSPHATE 
PLUS THE ANTIMONILIAL 
PROTECTION OF NYSTATIN: 


= 
: 


THE CHOICE OF A 
SYSTEMIC ANTIBIOTIC 
IS A MATTER OF 
CLINICAL JUDGMENT 


PANMYCIN PHOSPHATE IN 
COMMON MIXED INFECTIONS 


USUAL DOSAGE: ADULTS: 250 mg. every 6 hours or 500 mg. every 12 hours. CHILDREN: 
Approximately 8 mg. per pound of body weight daily, in four equally divided doses every 
6 hours, or two equally divided doses every 12 hours. 


SUPPLIED: CAPSULES: 250 mg. in bottles of 16 and 100; 125 mg. in bottles of 25 and 100. 


PANMYCIN KM SYRUP: Each teaspoonful (5 cc.) contains tetracycline equivalent to 125 
mg. tetracycline hydrochloride, and potassium metaphosphate, 100 mg., mint 
flavor, in 2 fluidounce and pint bottles. 


PANALBA IN POTENTIALLY 
SERIOUS INFECTIONS 


USUAL DOSAGE: ADULTS: 1 or 2 capsules three or four times a day, depending on the type 
and severity of the infection. CHILDREN: Proportionately less. 

SUPPLIED: Each powder-blue-and-brown capsule contains Panmycin (tetracycline) 
Phosphate complex equivalent to 250 mg. tetracycline hydrochloride, and Albamycin 
(as novobiocin sodium) 125 mg.; in bottles of 16 and 100. 

Also available: PANALBA KM GRANULES (Pediatric). When reconstituted, each 5 cc. 
teaspoonful contains Panmycin equivalent to tetracycline hydrochloride, 125 mg. and 
Albamycin (as novobiocin calcium) 62.5 mg., and potassium metaphosphate 100 mg.; in 
pleasantly flavored vehicle. Dosage is based upon amount of tetracycline—6 to 8 mg. per 
pound of body weight per day in 2 to 4 equally divided doses. 


COMYCIN FOR THE 7 MONILIA- 
SUSCEPTIBLE TYPES 


USUAL DOSAGE: ADULTS: 1 or 2 capsules every 6 hours. CHILDREN: Proportionately less. 


SUPPLIED: Each brown-and-pink capsule contains tetracycline phosphate complex, equiv- 
alent to 250 mg. tetracycline hydrochloride; nystatin 250,000 units. In bottles of 16 


and 100. 


Upjohn 


The Upjohn Company, Kalamazoo, Michigan 


~ 
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BONADOXIN’ 


««.€nd for a nutritional buildup 
plus freedom from leg cramps* 


STORCAVITE’ 


phosphate-free calcium, 10 essential 
HI vitamins, 8 important minerals. 
f Bottles of 100. 


*due to calcium-phosphorus imbalance 


{| NEW YORK 17, NEW YORK 
| Division, Chas. Pfizer & Co., Inc. 


STOPS MORNING SICKNESS...BUT 


.--1T DOESN’T STOP THE PATIENT 


BONADOXIN brings relief to 88.1% 

of patients ...often within a few hours.!.? 
But it does not produce drowsiness, or 
side effects associated with over-potent 
antinauseants. With safe BONADOXIN, 
“toxicity and intolerance ...[{is] zero.'’? 


is she blue at breakfast? Prescribe 
BONADOXIN. Usually just one tablet at 
bedtime stops nausea and vomiting 

of pregnancy... 


and just one supplies the 

full 50 mg. of pyridoxine. we 
EACH TABLET CONTAINS: 
MECLIZINE HCI......-.. 25 mg. 


Bottles of 25 and 100. 
References: 1. Groskloss, H. H., et al: Clin. 
Med. 2:885 (Sept.) 1955. 2. Goldsmith, J. W.; 
Minnesota Med. 40:99 (Feb.) 1957. 


f 
¢ 
| 
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APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for o p> Seagnants and treatment of Psychiatric and Neurological illnesses, convalescence, drug 
and alcohol habitua’ 


Insulin Coma, ee and Psychotherapy are ee The Institution is equipped with complete laboratory 
facilities including electroencephalography and X-ra 


Appalachian Hall is located in Asheville, North ules. a resort town, which justly claims an all around climate 
tor health and comfort. There are ample facilities for classification of patienta, rooms single or en suite. 


Wm. RAY GRIFFIN, JR., M.D. Mark A. GRIFFIN, SR., M.D. 
RoBert A. GRIFFIN, M.D. MarK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


PERFORMANCE WITH 

GREATER 
IN THE MANAGEMENT 

OF DERMATOSES... 
(Regardless of Previous Refractoriness) 
“Contirmed by 
growing body of published @f 
Clinical investigations 


LAR GOR TIN 


Hydrocortisone 0.5% and Speci Cual Tar Extract ss. 
(TARBONIS®) ina greasetess, st vanishing cream base. 


NEO LARCOR 


(Coal Tar Extr ne 0.5%, Neomycin 0.35% (as Sulfate) and 7 
al Tar Extract S% (TARBONIS) in an omtment base. 


. Clyman, S. G.: ag Med. 21:309, 1957. 
. Bleiberg, J.: J. M. Soc. New Jersey 53:37, 1956. 
. Abrams, B. P, ‘Shaw, C.: Clin. Med. 3 :839, 1956, 


Welsh, A. L., and Ede, M.: Ohio State M. J. 50:837, 1964. 
REED & CARNRICK / Jersey City 6, New Jersey 5. Bleiberg, J.: Am. Practitioner §:1404, 1957. 
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My patients complain that 
the pain tablets I prescribe 
are too slow-acting... 

they usually take about 

80 to 40 minutes to work. 


Why don’t you try 

the new analgesic 

that gives faster, 
longer-lasting pain relief? 


What is it... 


CLINICAL how fast does it act? 
COLLOQUY It’s Percodan’—relieves pain 


in 5 to 15 minutes, 
with a single dose 
lasting 6 hours or longer. 


How about side effects? 


No problem. For example, 
the incidence of constipation 
with Percodan‘ is rare. 


Sounds worth trying — 
what’s the average adult dose? 


One tablet every 6 hours. 
That’s all. 


Where can I get 
literature on Percodan? 


Just ask your Endo detailman 
or write to: 


Endo 


ENDO LABORATORIES 
Richmond Hill 18, New York 


“E. 8. Pat. 2,628,185. PERCODAN contains salts of dihydrohydroxycodeinone and 
homatropine, plus APC. May be habit-forming. Available through all pharmacies. 


‘ 

i 

{ 

4] 
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cough 


Central Antitussive Effect — mild, dependable SEB ae 
Topical Decongestion — prompt, prolonged Thentadilé hydrochloride 
tnt Dihydrocodeinone bitartrate 

Antihistaminic and Expectorant Action Potassium guaiacol sulfonate 
Ammonium chloride 
Chioroform .. 
Alcohol .. 

"Bottles of 16 fl. oz. 


Syneparicol, Meo-Syneprrine of phenylephrine) and 


TUCKER HOSPITAL, INC. 
212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neurol- 
ogical patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


DR. HOWARD R. MASTERS DR. JAMES ASA SHIELD DR. WEIR M. TUCKER 
Dr. GEORGE S. FULTZ, JR. Dr. AMELIA G. Woop 
Dr. ROBERT K. WILLIAMS 


LVI 
Both CENTRAL and PERIPHERAL 
5.0 me. 
4.0 mg. 
1.33 mg. 
70.0 mg. : 
70.0 mg. 
1.0 mg. 
0.02 cc, 
8% 
= 
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Alseroxylon less toxic than reserpine 


*«,.alseroxylon is an antihypertensive agent 
of equal therapeutic efficacy to reserpine in 
the treatment of hypertension, but with 
significantly less toxicity.” 


Ford, R.V., and Moyer, J.H.: Rauwolfia Toxicity 
in the Treatment of Hypertension: Some Observa- 
tions on Comparative Toxicity of Reserpine, a 
Single Alkaloid, and Alseroxylon, a Compound Con- 
taining Multiple Alkaloids, Postgrad. Med., Janu- 
ary, 1958. 


just two tablets 


at bedtime 


Rauwiloid 
(alseroxylon, 2 mg.) 
for gratifying 
rauwolfia response 


virtually free from side actions 


Riker 


When more potent drugs are needed, prescribe ‘eee 


Rauwiloid® + Veriloid® 
alseroxylon | mg. and alkavervir 3 mg. 


for moderate to severe hypertension. 
Initial dose 1 tablet t.i.d., p.c. 


Rauwiloid® + Hexamethonium 


alseroxylon 1 mg. and hexamethonium chloride dihydrate 250 mg. 
in severe, otherwise intractable hypertension. 
Initial dose 4 tablet q.i.d. 


Both combinations in convenient single-tablet form. 


| 
) 
| 
| 
| 
| 
| 
| 
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A private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D., President 
loying modern diagnostic and treat- 


JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 


sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 


MES K. I M.D., Associ 
and recreational therapy —for nervous 


Q CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 


BRAWNER’S SANITARIUM 


ESTABLISHED 1910 
SMYRNA, GEORGIA 
Suburb of Atlanta 


Jas. N. BRAWNER, JR., M.D. ALBERT F.. BRAWNER, M.D. 
Medical Director Associate Director 


For the Treatment of 
Psychiatric Illnesses and Problems of Addiction 


Member 
Georcia Hospital ASSOCIATION, AMERICAN HosPITAL ASSOCIATION 
NATIONAL ASSOCIATION OF PRIVATE PSYCHIATRIC HOSPITALS 


P.O. Box 218 HEmlock 5-4486 
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just wet... ...and read 


does proteinuria occur more frequently in any type 
of heart failure—myocardial hypertrophy, mitral valve, 


coronary artery, aortic valve or hypertensive heart disease? 


No. The incidence of proteinuria is about equal among the various 
types of cardiac patients in failure. 


Source—Race, G. A.; Scheifley, C. H., and Edwards, J. E.: Circulation 73:329, 1956. 


first colorimetric test for proteinuria 


ALB USTIX Reagent Strips. Bottles of 120. 


TRADEMARK 


also available as: 


ALBUTEST reagent Tablets. Bottles of 100 and 500. 


BRAND 


AMES COMPANY, INC ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto . assse 


} 
—6CLINIQUICK 
} 
a 
| 
| 
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is the symbol 
of the 


Standardized 
Tablets 


Quinidine Sulfate 


Natural 


0.2 Gram 
(approx. 3 grains) 
produced by 
Davies, Rose & Co., Ltd. 


By specifying the name, the 
physician will be assured that this 
standardized form of Quinidine 
Sulfate Natural will be dispensed 
to his patient. 


(Clinical samples sent to physicians 
on their request 


Davies, Rose & Co., Ltd. 


Boston 18, Mass. “ 


your patients... 


for 


you rself eee 


RELIEF FROM MORNING BACKACHE* 
AND THE MOST COMFORTABLE 
NIGHT'S SLEEP YOU'VE EVER HAD 


The first 

and only mat- st 

tress designed in co- 

operation with leading 

orthopedic surgeons, 

this scientifically firm 

mattress has afforded genu- 

ine relief from morning backache 

so frequently associated with too soft, sagging 
mattresses. Sealy Posturepedic provides supe- 
rior support and comfortable resiliency—re- 
gardless of the sleeper’s size or weight. 


* Due to sleeping on a too-soft mattress 
SAVE $39 WITH THIS SPECIAL 
PROFESSIONAL DISCOUNT! 


Our most valued Sealy Posturepedic 
recommendation, for their own use 
over 10,000 doctors taking advantage of 
have purchased the this special offer. 


@©Sealy, inc., 1956 


SEALY MATTRESS CO. 
666 LAKE SHORE DRIVE, 
CHICAGO 11, ILL. 


Please send me full details on how I may obtain my 
Doctor’s Discount and save $39 on the purchase of a 
Sealy Posturepedic Mattress with Matching ‘“‘Coil- 
on-coil” Foundation. 


Name 


February, 1958 
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— / the new 


mixed-Sulfas Suspension 
designed for 

older children 

and adults 


Providing the same advantages as its com- 
panion honey-sulfa suspensions, Honey-Dia- 
zine and Honey-Trisulfas, H.T.S. is prepared 
with pure clover honey—mint green in color 
. .. and taste appealing ... designed for 
adults and older children. 


With H.T.S. Suspension, peak blood levels 
are reached rapidly and are sustained over a 
long period of time, insuring maintenance of 
therapeutic levels upon routine administration. 


Each 5 ce. teaspoonful of H.T.S. contains 0.5 
gram of the meth-dia-mer sulfonamides, pro- 
viding a pleasant, economical product that is 
highly effective in the treatment and prophy- 
laxis of most staphylococcic, pneumococcic, 
hemolytic streptococcic, meningococcic and 
gonococcic infections. 


SAMPLES vreonw request 


| 
J 
INC. 
GINIA 
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 Out-Patient Clinic 
THE And Hospital For Rehabilitation Of 


KEELEY ALCOHOLIC 
A. F. Fortune, MD: Medical Director 
INSTITUTE 


GREENSBORO, | in-patients are accepted in state of acute 
NORTH CAROLINA alcoholism. No waiting period required. 


HIGHLAND HOSPITAL, INC. 


Founded In 1904 
ASHEVILLE, NORTH CAROLINA 


Affiliated with Duke University 


> 


—_ 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—insulin, electr 


chotherapy, occupational and recreational therapy—for nervous and mental disorders. 


Psy- 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western North 
Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for selected cases desiring non- 
resident care. 


R. CHARMAN CARROLL, M.D. ROBERT L. CRAIG, M.D. JOHN D. PATTON, M.D. 
Medical Director Associate Medical Director Clinical Director 


Your one-stop direct source for the 


FINEST IN X-RAY 
apparatus... service... supplies 


DIRECT FACTORY BRANCH WILSON 
CHARLOTTE A. L. HARVEY 
1140 Elizabeth Ave. ¢ FR 6-1531 1501 Branch St. © Phone 2960 


RESIDENT REPRESENTATIVES 
DURHAM WINSTON-SALEM 


R. E. CONNELLY, JR. N. E. BOLICK 
912 Monmouth Ave. ¢ Phone 8-2719 1218 Miller St. © Phone 4-5864 


‘ 
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In clinic 
office 


and hospital 


the Birtcher 


MEGASON ULTRASONIC 


is earning the respect of both operator and 
patient because of its consistently excellent 
performance. Ask us for demonstration. 


Carolina Surgical Supply Company 


706 TUCKER ST. 217 \ OILLARD ST. 
RALEIGH, N. C. DURHAM, N. C. 


Protection Against Loss of Income 
from Accident & Sickness as Well as 
Hospital Expense Benefits for You and 
All Your Eligible Dependents 


Att 


COME FROM 60 70 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


EVERY WOMAN | 
SUFFERS | 
“PREMARIN: 
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THE special world your little one lives in is only as secure as you make 
it. Security begins with saving. And there is no better way to save than with 
U.S. Savings Bonds. Safe—your interest and principal, up to any amount, guar- 
anteed by the Government. Sound—Bonds now pay 3%% when held to maturity. 
Systematic—when you buy regularly through your bank or the Payroll Savings 
Plan. It’s so convienient and so wise—why not start your Savings Bonds program 
today? Make life more secure for someone you love. 


The U. S. Government does not pay for this advertisement. It is 
donated by this publication in cooperation with the Advertising 
Council and the Magazine Publishers of America, 
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YOUR OFFICE, DOCTOR, is the “cancer detection center” which we urge all adults 
to visit once a year, and where early diagnosis of cancer can help save many thou- 
sands of lives. It is upon you that we largely rely for the carrying out of many 
aspects of our education, research and service programs. As members of our Boards 
of Directors — on the National, Division and Unit levels — it is your thinking and 
your guidance which are such vital factors in creating and executing our policies 


and programs. 
You, of course, are concerned with all the ills affecting the human body. The 


American Cancer Society deals specifically with cancer. But our mutual concern — 
the tie that binds us inextricably—is the saving of human lives. Through your efforts, 
we may soon say—“‘one out of every two cancer patients is being saved.” Indeed, 


with your help, cancer will one day no longer be a major threat. 
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PROFESSIONAL 

* MANAGEMENT 
BUSINESS CONSULTANTS 

TO THE MEDICAL PROFESSION 


AREA OFFICES 


CHARLOTTE. N. C. 
P.O. Box 4110 


LOUISBURG, N. C. 


ASHEVILLE, N. C. 
Doctors’ Office Bldg. 


SOUTHERN PINES, N. C. 


P.O. Box 818 

HOME 
SOUTHERN PINES, N. C. 
P.O. Box 818 


GEOFFREY H. SUTCLIFFE 
Vice Pres. & Manager 
TEL: EMerson 6-0052 


GORDON D. ZEALAND 
Vice Pres. & Manager 
TEL: 5721 

JACK C. PETTEE 


Vice Pres. & Manager 
TEL: Alpine 3-1483 


J. FORREST JOYNER, JR. 
Manager 
OXford 2-2101 


OFFICE 


HORACE COTTON 
President & Exec. Director 
OXford 2-2101 


An Affiliate of Black & Skaggs Associates, Inc. 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


65 Haywood Street 


ASHEVILLE, North Carolina 
P. O. Box 1716 Telephone 3-7616—3-7617 


Thompson 
Homestead 


School 


FOR 
EXCEPTIONAL 
CHILDREN 


Year-round private 
home and school for 
infants, children and 
adults on pleasant 


250 acre farm near Charlottesville. 
Write for booklet. 
Mrs. J. BAscoM THOMPSON, Principal 


FREE UNION 


VIRGINIA 


Patronize 


Your 


Advertisers 
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a good buy in 
public relations 


place 
today’s health 
in your reception room 


Give your order to a member of your local Medical 
Auxiliary or mail it to the Chicago office. 


TODAY'S HEALTH 


PUBLISHED MONTHLY BY THE 
AMERICAN MEDICAL ASSOCIATION 


535 NORTH DEARBORN * CHICAGO 10 


SPECIAL Please enter (J, or renew my subscription for the 
.LF-PRICE RATES FOR period checked below : 
pHysicians, 
INTERNS: STREET 
CITY ZONE_STATE 


CREDIT WOMAN'S AUXILIARY OF 


YEARS... $&. $4.00 
[])3 YEARS... $9. $3.25 


COUNTY 


YEARS... $2.50 
YEAR ....$2Q0 $1.50 


: 
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COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


In a recent report of five years’ experience involving 2,142 patients, 
the authors conclude that CHLOROMYCETIN (chloramphenicol, 
Parke-Davis) is a valuable and effective antibiotic in the treatment 
of various acute infectious diseases.! 


Other current reports of in vivo and in vitro studies agree that 
CHLOROMYCETIN has maintained its effectiveness very well 
against both gram-negative? and gram-positive?*" organisms. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood 
dyscrasias have been associated with its administration, it should not be used 
indiscriminately or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient requires prolonged 
or intermittent therapy. 


REFERENCES (1) Woolington, S. S.; Adler, S. J., & Bower, A. G., in Welch, H., & Marti- 
Ibanez, E: Antibiotics Annual 1956-1957, New York, Medical Encyclopedia, Inc.,»1957, p. 365. 
(2) Ditmore, D. C., & Lind, H. E.: Am. J. Gastroenterol. 28:378, 1957. (3) Hasenclever, H. F: 
J. Iowa M. Soc. 47:136, 1957. (4) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med, 99:744, 1957. 
(5) Holloway, W. J., & Scott, E. G.: Delaware M. J. 29:159, 1957. (6) Rhoads, P. S.: Postgrad. Med. 
21:563, 1957. (7) Petersdorf, R. G.; B tt, I. L., Jr., & Rose, M. C.: Bull. Johns Hopkins Hosp. 
100:1, 1957. (8) Royer, A.: Changes in Resistance to Various Antibiotics of Staphylococci and Other 
Microbes, paper presented at Fifth Ann. Symp. on Antibiotics, Washington, D. C., Oct. 2-4, 1957. 
(9) Doniger, D. E., & Parenteau, Sr. C. M.: J. Maine M. A. 48:120, 1957. (10) Josephson, J. E., & 
Butler, R. W.: Canad. M. A. J. 77:567 (Sept. 15) 1957. 


PARKE, DAVIS & COMPANY: DETROIT 32, MICHIGAN 
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EFFICACY 


IN VITRO SENSITIVITY OF MIXED PATHOGENS TO CHLOROMYCETIN 
AND 4 OTHER WIDELY USED ANTIBIOTICS* 


ANTIBIOTIC A 76% 


ANTIBIOTIC B 62% 


@ 


80 100 


*Adapted from Ditmore and Lind.* Organisms tested were isolated from stools of 48 patients. 
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To prevent emotional upsets in cardiovascular conditions 


‘Compazine’, by controlling anxiety and 
tension, can prevent the emotional upsets 
that so often play an exacerbating role 
in cardiovascular conditions. 


And, ‘Compazine’ can be depended upon 
to have little, if any, hypotensive effect. 


Compazine 


the tranquilizing agent remarkable 
for its freedom from drowsiness and 


depressing effect 


Available: Tablets, Ampuls, Multiple dose 
vials, Spansule” sustained release capsules, 
Syrup and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, $.K.F. 
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